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1868 Butt, William Frederick, L.R.C.P. Lond., 48, Park 
street, Grosvenor square, W. Council, 1876-78. 

1887 Buxton, Dudley W., M.D. Lond., 82, Mortimer street, 
Cavendish square, W. 

1886 Byers, John W., M.D., Physician for Diseases of Women 
to the Royal Hospital, Belfast ; Lower crescent, Bel- 
fast. 

1883 Caldwell, William T. D., M.D., 284, Kennington park 
road, S.E. 

1883 Cameron, Charles Hamilton Hone, L.R.C.P. Lond., 
Lochiel, Harlesdeu, Willesden, N.W. 

1861 Candlish, Henry, M.D., Physician to the Alnwick In- 
firmary ; 26, Fenkle street, Alnwick, Northumberland. 



XX FELLOWS OF THE SOCIETY. 

Elected 

1863 Carlyle, David, M.D., 2, The Crescent, Carlisle. Trans. 1. 
Hon, Loc. Sec, 

1886 Carpentee, Abthue Beistowb, M.A., M.B.Oxod., 34, 
Dingwall road, Croydon. 

1872 Carter, Charles Henry^ M.D., Physician to the Hospital 

for Women, Soho square ; 45, Great Cumherland place, 
Hyde Park, W. Council, 1880-2. Trans, 4. 

1877 Carver, Eustace John, Fairlawn, 635, Fulham road, S.W. 

1869 Caseie, John Boyd, M.D., 19, Tyndale place, Isling- 
ton, N. 

1878 Caskie, William Alex., M.A., M.B., Manse Court, 17, 

Main street, Largs^ Ayrshire, N. B. 

1863 Cayzer, Thomas, Mayfield, Aighurth, Liverpool. 

1875 Chaffers, Edward, F.R.C.S., 54, North street, Keighley, 

Yorkshire. 

1873 Chalmers, John, M.D., 43, Caledonian road, N. 

1876 Champneys, Francis Henry, M.A., M.B. Oxon., F.E.C.P., 

Obstetric Physician to, and Lecturer on Midwifery at, 
St. George's Hospital, 60, Great Cumberland place, W 
Council, 1880-1 . Hon, Lib, 1882-3. Hon. Sec. 1884-7. 
Board Exam. Midtoives, 1883. Trans, 8. 

1859 Change, Edward John, F.R.C.S., Surgeon to the Metro- 
politan Free Hospital and City Orthopaedic Hospital ; 
14, Bussell square, W.C. • 

1886 Chapman, Charles William, L.R.C.F. Lond., Denham 
house, Goldhawk road. Shepherd's Bush, W. 

1867* Charles, T. Edmondstounb, M.D., Cannes, France. 
Council, 1882-4. 

1874 Charlesworth, James, 25, Birch terrace, Hanley, Stafford* 

shire. 
1886 Charpentier, Ambrose E. L., M.B. Dur., 129, High street, 
Uxbridge. 

1868 Child, Edwin, "Vernham," New Maiden, Kingston-on* 
Thames, Surrey. 

1883 Childs, Christopher, M.A., M.B. Oxon., 2, Royal terrace 
Weymouth. Hon^ Loc. Sec. 



FELLOWS OF THB SOCIETY. XXI 

Elected 

1863* Chisholm, Edwin, M.D., Abergeidie, Ashfield, near Sydney, 
New South Wales. [Per Messrs. Tamer and Hen- 
derson, care of Messrs. W. Dawson, 121, Gannon 
street, B.C.]. 

1885 Chittskden, Thomas Hillieb, L.R.C.P. Lond., Whitwell, 
Welwyn. 

1887 GuiTTY, Alfred Goldney, L.R.C.P., 14, Weston yillas. 
Middle lane, Hornsey, N. 

1883 Clapham, Edward, M.D., 29, Lingfield road, Wimbledon. 

1859 Claremont, Claude Clarke, Millbrook House, 1, Hamp- 
stead road, N.W. 

1887 Clark, Francis William, L.R.C.P. Lond., The Infirmary, 
Croydon. 

1859 Clark, James Fenn, Clent House, Beauchamp square, 
Leamington. Hon. Loc. 8oe. 

1879 Clarke, Reginald, South Lodge, Lee park, Lee, S.E. 

O.F. Clay, Charles, M.D., 39, Queen street, Blackpool. 

1876 Clay, Georoe Langsford, West View, 443, Moseley 
road, Highgate, Birmingham. 

O.F. Clay, John, Professor of Midwifery, Queen's College, Bir- 
mingham ; Allan House, Steelhouse lane, Birmingham. 
Council, 1868-69. Fice-Pres. 1872-4. 

O.F. Cleveland, William Frederick, M.D., Stuart villa, 
199, Maida vale, W. Council, 1863-64. Fice-Pres. 
1875-77, 1887. Trans. 1. 

1881 Close, James Alex, M.B., Summerfield, St. Clair Co., Illi- 

nois, U.S. 

1865* GoATfis, Charles, M.D., Physician to the Bath General 
and Royal United Hospitals; 10, Circus, Bath. 

1882 CoATES, Frederiok William, M.D., St. John street, Salis- 

bury. Hon. Loc. Sec. 

1878 Cochell, Frederick Edgar, Jun., Holly Lodge, Forest 
road, Dalston, E. 



XXU FELLOWS OF THB SOCIETY. 

Ulected 

1875 Coffin, Eighard Jas. Maitlakd, F.B.C.P. Ed., Alwington 
house, Baron's court, West Kensington, W. 

1878 Coffin, Thomas Walkee, 79, Queen's crescent. Haver- 
stock hill, N.W. 

1875* Cole, Righaed Beyebly, M.D. Jeflferson Coll. Philad., 
218, Post street, San Francisco, California, U.S. 

1884 Collins, William Job, M.D., B.S., B.Sc. Lond., P.R.C.S. 

Eng., 1, Albert terrace, Gloucester gate, N.W. 

1877 CoLMAN, Waltea Tawell, Hon. Surgeon to the Brighton 
Hospital for Women ; 87, Buckingham road, Brighton, 

1885 Cook, Philip Inkebman, M.D., Marmora House, Honor 

Oak, S.E. 

1866 Coombs, James, M.D., Bedford. 

1883 Cooney, John Edwin, L.R.C.P. Ed., 20 Vereker road, 
Baron's court, "West Kensington, S.W. 

1873 CooPEB, Fbank W., Gainsborough house, Leytonstone, £. 

1874 CooPBB, Hebbebt, L.R.C.P. Ed., Rosslyn hill, Hampstead, 

N.W. 

1875* CoBDES, Aun., M.D., Professor of Obstetrics at the Univer- 
sity of Geneva ; 1 2, Rue Bellot, Geneva. TVana. 1 • 

1883 CoBNEB, Cubsham, 128, Mile End road, E. 

1860 Cobby, Thomas Chables Steuabt, M.D., Senior Surgeon 
to the Belfast General Dispensary ; Ormeau terrace, 
Belfast. Council, 1867. Son. Loc. Sec. 

1859 CoBY, Fbedebigk Chables, M.D., Portland villa. Buck- 
hurst hill, Essex. Council^ 1867-69. Trans. 1. 

1875 CoBY, Robebt, M.D., Assistant Obstetric Physician to St. 

Thomas's Hospital; 73, Lambeth Palace road, S.E. 
Council, 1879-81, 1884-5. Fiee-Pres. 1887. Trans. 1. 

1886 Cox, Joshua John, M.D.Ed., 54, Gildabrook road, Eccies, 

Manchester. 

1869 Cox, RiCHABD, M.D. St. And., Theale, neftr Reading. 
Trans, 1. 



FBLL0W8 OF THE SOCIETY. XXIU 

^Elected 

1877 Cbawfokd, James, L.K.Q.C.P.I., Ightham, Sevenoaks. 

1882 Crease, James Eobebtson, F.E.C.S. Ed., 2, Ogle Terrace, 

South Shields. 

1881 Creasy, James Gideon, Rectory lodge, Brasted, Seyenoaks. 

1883 Cremen, Patrick John, M.D., 4, Camden place, Cork. 
1876 Crew, John, Highaiu Ferrers, Northamptonsbire. 

1881 Cronk, Herbert George, M.B. Cantab., Eepton, near Bur- 

ton-on-Trent. 

1869 Cross, Robebt Shagklefobd, Petersfield, Hants. 

1886* Cboss, William Joseph, M.B., Horsham, Victoria, Aus- 
tralia. 

1875* CuLLiNGWOBTH, Chables James, M.D., M.R.C.P., Physi- 
cian to St. Mary's Hospital, Manchester ; Professor of 
Obstetrics and Gynsecology at the Owens College, Man- 
chester; 260, Oxford road, Manchester. Council^ 
1883-5. Vice-Pres. 1886-7. Trans. 2. Hon. Loe. 
Sec. 

1862 CuMBEBBATGH, La WHENCE Tbent, M.D., 25, Cadogau 
place, Belgrave square, S.W. Council, 1868-70. FicC' 
Pres. 1878. 

1859 CuBGEKYEN, J. Bbendon, 11, Cravcn hill gardens. Bays- 
water, W. Council, 1870-72. Trans. 3. 

1885 Dakin, W. Eadfobd, M.D., 57, Welbeck street. Caven- 
dish square, W. Trana. 1. 

1868 Daly, Fbedebick Henby, M.D., 185, Amhurst road. 
Hackney Downs, N.E. Council, 1877-9. Fice-Pres. 
1883-5. Trans. 2. 

1882 Dambbill-Davies, William R., 101, Piccadilly, Man- 

chester ; and Chelford, Cheshire. 

1884 Dab WIN, George Henry, M.R.C.P., The Cedars, Albert 

park, Didsbury, near Manchester. 

1883 Davidson, Charles, M.D. St. And., 29, Cassland road. 

Hackney, E. 

1876 Davies, Gomer, L.R.C.P. Ed., 9, Pembridge villas, Bays- 
water, W. 

1884 Davies, John, 91, New North road, N, 



XXIV FELLOWS OV THE SOCIETY. 

Electetl 

1885 Dayies, William Morbiston, M.D., 55, Gordon square* 
W.C. 

1877 Dayson, Smith Houston, M.D., Campden villa, 203, Maida 

vale, W. 

1878 Day, Edmund Oyebman, Assistant Surgeon to the Royal 

Infirmary for Children and Women, Waterloo Bridge 
road ; 78, Waterloo road, S.E. 
1880 Day, William Hankes, Surgeon to the City Prisons, 
Norwich; 3, Surrey Street, Norwich. Trans. I. 

1859 Day, William Henry, M.D., Physician to the Samaritan 

Free Hospital for Women and Children ; 10, Man- 
chester square, W. Council, 1 8 73-75 . Vice-Pres, 1 885-6. 
1877 Dewab, John, L.R.C.P. Ed., 132, Sloane street, S.W. 

1860 Dickenson, John, F.R.C.S., Hon. Surgeon to the Wrexham 

Infirmary ; Wrexham, Denbighshire. 

1885 D'MoNTE, DoMiNiCK A., M.D., Bandora, Bombay. 

1887 DoDsoN, Aethue Edwaed, L.R.C.P. and L.M. Ed., Win- 
dermere villas, Earlsfield, Tooting, S.W. 

1879 DoLAN, Thomas Michael, M.D., Horton house, Halifax. 

1886 Donald, Aechibald, M.A , M.B. Edin., St. Mary's Hos- 

pital, Manchester. 

1879 DoBAN, Alban H. G., F.R.C.S., Surgeon to Out-Patients, 

Samaritan Free Hospital ; 9, Granville place, Portman 
square, W. Council, 1883-5. Hon. Lib. 1886-7. 
Trans. 6. 

1880 DowNES, Denis Sidney, L.K.Q.C.P. I., 55, Kentish town 

road, N.W. 

1884 Doyle, E. A. Gaynes, L.R.C.P., Colonial Hospital, 

Port of Spain, Trinidad. 

O.F. Deaqe, Chaeles, M.D., Hatfield, Herts. Council 1861-4. 
Trans. 1. 

1885 Deage, Loyell, The Small House, Hatfield. 

1871 Drake-Beockman, Edwaed Foestee, F.R.C S., L.R.C.P. 
Lond., Surgeon-Major ; Superintendent Eye Infirmary, 
Madras ; Professor of Physiology and Ophthalmology, 
Madras Medical College. [Per Messrs. Richardson 
and Co., East India Army Agency, 13, Pall Mall, S.W.] 



J 
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Elected 

1884 Drake, Charles Henry, 204, Brixtoa hill, S.W. 

1878 Drtng, William Ernest, L.R.C.P. Ed., Backburst hill, 
Essex. 

1884 Duke, John C, The Glen, Lewisham, S.E. 

1886 Dukes, William Profit, L.R.C.P. Ed., 75, Brick lane, 
Spitalfields, E. 

1883 Duncan, Alexander George, M.B., 25, Amlmrst park, 
Stamford hill, N.E. 

O.F. Duncan, James, M.B., 8, Henrietta street, Covent garden, 
W.C. Coiinci/, 1873-74. 

1882 Duncan, William, M.D., Assistant Obstetric Physician to 
the Middlesex Hospital ; 6, Harley street, W. Council^ 
1885-6. Trans, 1. 

1882 Eady, George John, M.D., Roslin, Caterham Valley. 

1871 Eastes, George, M.B., F.R.C.S., 69, Connaught street, 
Hyde park square, W. Council, 1878-80. 

1883 EccLES, F. Richard, M.D., Examiner for the College of 

Physicians and Surgeons, Ontario ; Professor of Phy- 
siology, Western University ; 1, EUwood place, Queen's 
avenue, London, Ontario, Canada. 

1867 Edis, Arthur W., M.D., Obstetric Physician to, and Lec- 
turer on Midwifery at, the Middlesex Hospital; 22, 
Wimpole street, W. Council, 1873-74. Hon. Sec. 
1874-77. Vice-Pres. 1878-80. Board Exam. Mid- 
wives, 1878-9. Trans. 8. 

1879 Elder, George, M.D., CM., Surgeon to the Samaritan 
Hospital for Women, Nottingham ; 1 7, Regent street, 
Nottingham. Hon. Loc. Sec. 

1 879 Elkington, Arthur Guy, Surgeon-Major, Grenadier Guards, 
52, Giliingham street, Eccleston square, S.W. Council, 
1886-7. 

1878 Ellery, Richard, L.R.C.P. Ed., Plympton, Devon. 

1873 Engelmann, George Julius, A.M., M.D., 3003, Locust 
street, St. Louis, Missouri, U.S. 

1884 English, Thomas Johnston, M.D., 128, Fulham road, 

S.W. 



XXVI FELLOWS OF THS SOCIETY. 

Elected 

1875 EwART, John Hsnrt, Eastney^ Devonfthire pkce. East- 
bourne. 

1875 EyelbY) Joseph Fbedeeick, L.E.G.P. Lend., 5, Hill-park 

orescent, Plymouth. Horn, Loe. See. 

1876 Faknoombs, Righard, 40, Belgrave street, Baisall heath, 

Birmingham. 

1869 Farquhab, William, M.D., Sargeon-Major, liladras Army, 

Ootaeamund, Madras Presidency. [Per A. H. Wilson, 
London and Westminster Bank, 217, Strand, W.G.] 

1861 Fabr, Geo. F., L.R.C.P. Ed., Slade Hoase, 175, Ken- 
iiington road, S.E. Council^ 1885. 

1882 Faruar, Joseph, M.D., Calton House, Morecambe. 

1881 Fakrer, George Albert, Spring villa, Brighouse, Halifax. 

1879 Fayrer, Sir Joseph, M.D., K.C.S.I., Hon. Physician to 
H.M. the Queen and to H.R.H. the Prince of Wales; 
Physician to H.R.H. the Duke of Edinburgh ; President 
Medical Board, India Office; 53, Wimpole street. 
Cavendish square, Coirnct/, 1883. 

1868 Fegan, Riohard, M.D., Westcombe park, Blackheath, S.E. 

1886 Fbnnell, David, L.K,Q.C.P.I., 517, Commercial road 
East, E. 

1886 Fbnton, Herbebt Alfbeb Hill, M.D. Brussels, 1, Cumber- 
land street, S.W. 

1886 FiSHEB, Frederick Bazley, L.E.C.P. Lond., West Walk 
Dorchester. 

1870 Fisher, John Moors, M.D., 6, Pryme street, Hull. 

1882 Fitzgerald, Charles Egbrtok, M.D., West Terrace, 

Folkestone. Hon, Loc, Sec, 

1884 Fitzgerald, James G., F.R.C.S. Ed., Arnndel Lodge, 
Balham, S.W. 

1878 Flint, Arthur, L.R.C.P., Westgate-on-Sea, Isle of Thanet. 

1877* Fonhartin, HsimY db, M.D., The Elms, Parkhurst, Isle 
of Wight. 

1884 Ford, Alexander, L.R.C.P. Ed., Newtown park, Waterford. 



FELLOWS or THE SOCIETY. XXYll 

Meeied 

1877* FoBD, James, M.D., Eltbam, Kent. 

1884 FoBSTEB, Habby John, 420, Old Kent road, S.E. 

1884 FoBSYTH, Alexandeb, M.D., 12, Park place, Greenwich, 
S.E. 

1884 FouBACBE, RoBEBT Pebbiman, 20, ToUington park, N. 

1886 FowLEB, Chables Owen, M.D., Parchmore road, Thornton 
Heath, S.W. 

1865 Fowleb, James, F.S.A., Hon. Surgeon to the Clayton Hos- 
pital and Wakefield General Dispensary; 13, South 
Parade, Wakefield. Couneilf 1872-4. Han. Loc, See. 

1875* Fbaseb, Angus, M.D., Physician and Lecturer on Clinical 
Medicine to the Aberdeen Royal Infirmary ; 232, Union 
street, Aberdeen. 

1886 Fbeeland, Ebnest Habding, L.R.C.P. Lond., 75, Broad- 
hurst gardens, South Hampstead, N.W. 

1886 Fbeeman, Ebnest Cabbigk, L.R.C.P. Lond., 21, St. 
George's square, S.W. 

1867 Fbeeman, Henby W., 24, Circus, Bath. 

1880 Fby, John Blount, Swindon, Wiltshire. 

1883 FuLLEB, Henby Roxbubgh, A4.B. Cantab., 45, Curzon 
street, Mayfair, W. Trans, 1. 

1886 FuBNEB, Willoughby, F.R.C.S., 2, Brunswick place, 
Brighton. Hon, Loc. Sec. 

1874* Galabin, Alfbbd Lewis, M.A., M.D., Obstetric Physician 
to, and Lecturer on Midwifery at, Guy's Hospital ; 49, 
Wimpole street, Cavendish square, W. Council^ 1876- 
78. Hon. Lib. 1879. Hon, Sec. 1880-3. Vice-Pree. 
1884. Treas. 1885-7. Trans. 11. 

1863 Galton, John H.j M.D., Woodside, 39, Anerley road, Upper 
Norwood, S.E. Council, 1874-6. 

1881 Gandy, William, Hill Top, Gipsy hill, S.E. 

1886 Q-ABDE, Henby Cbokeb, F.R.C.S. Edin., Maryborough, 

Queensland. 

1887 Gabdineb, Bbuce H. J., L.R.C.P. Ed., Gloucester House, 

Barry road, East Dulwich, S.E. 



XXVlll FELLOWS OF THE SOCIETY. 

Elected 

1 879 Gaedneb, John Twiname, 6, HilUboro' terrace, Ilfracombe. 

1872 Gabdner, William, M.A., M.D., Professor of Gyneecology, 

McGill University ; Gynaecologist to the Montreal 
General Hospital; 109, Union avenue, Montreal, 
Canada. 
1863 Garman, Henry Vincent, Kent House, 6, Bow road, E. 

1876 Gabneb, John, 52, New Hall street, Birmingham. 

1873 Garton, William, M.D., F.R.C.S., Hardshaw street, St. 

Helen's, Lancashire. 

1859 Gebvis, Henry, M.D., F.R.C.P., Obstetric Physician to, 
and Lecturer on Obstetric Medicine at, St. Thomas's 
Hospital ; 40, Harley street. Cavendish square. Coun- 
cil, 1864-66. Hon. Sec, 1867-70. Fice-Pres. 1871-3. 
Treas. 1878-81. Pres. 1883-4. Trans, 8. 

1866 Gebvis, Frederick Heudeboubck, 1, Fellows road, 
Haverstock hill, N.W. Council, 1877-9. Trans, 1, 

1884 GiBB, Chables John, M.D., Westgate House, Newcastle- 
on-Tyne. 

1875 Gibbings, Alfbed Thomas, M.D., 93, Richmond road, 

Dalston, N.E. Council, 1885-6. 
1884 Gibbon, Frederick William, 87, Hudson street, South 

Shields. 
1883 Gibbons, Robebt Alexander, M.D., Physician to the 

Grosvenor Hospital for Women and Children ; 32, 

Cadogan place, S.W. 

1874 Gibson, James Edward, Hillside, West Cowes, Isle of 

Wight. 

1877 GiFPARD, Douglas William, 5, Pavilion Parade, Old 

Steyne, Brighton. 
1869 Gill, William, L.R.C.P. Lond., 11, Russell square, W.C. 

1871 GoDDARD, Eugeke, L.R.C.P. Loud., North Lynne, High- 
bury New Park, N. Trans. 1. 

1876 GoDFRAY, Alfred Charles, M.B., St. Helier House, Jersey. 

1871 Godson, Clement, M.D., CM., Assistant Physician- 
Accoucheur to St. Bartholomew's Hospital; 9, Gros- 
venor street, W. Council, 1876-77. Hon. See. 1878- 
81. Vice-Pres, 1882-4. Board Exam, Midwives, 
1877, 1882-86. Trans. 5. 
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Elected 

1868 Godwin, Ashton, M.D.^ 28, Brompton crescent, Brompton, 

S.W. 

1873 Goldsmith, John, M.D., Highworth House, Worthing 
Sussex. 

1873 GooDCHiLD, Nathaniel, L.R.C.P. Ed., Sidney House, 
Highgate road," N. W. 

1883 Gordon, John, M.D., 10, Amersham road, New Cross, S.E. 

1869 Goss, Tbegenna Biddulph, 1, Tbe Circus, Bath. Eon. 

Loc, See. 

1884 GowANs, William, F.R.C.S. Ed., I, Victoria terrace, South 

Shields. 

1885 Grant, Ogilyie, M.D., Queen Mary's House, Inverness. 

1875 Gray, James, M.D., 15, Newton terrace, Glasgow. 

1884 Greene, Walter, L.B.C.P. Lond., Wallingford. 

1887 Greenwood, Edwin Climson, L.R.C.P., 19, St. John's 
wood park, N.W. 

1863 Griffith, G. de Gorrequer, 34, St. George's square, 
S.W. Trans. 2. 

1869 Griffith, John T., M.D., Talfourd House, Camherwell, 

S.E. Council, 1884-6. 

1879 Griffith Walter Spencer Anderson, M.B. Cantab., 

F.R.C.S., M.R.C.P., Tutor in Obstetrics and Gynseco- 
logy at St. Bartholomew's Hospital ; 114, Harley street, 
W. Council, 1886-7. Board Exam. Midwives, 1887. 
Trans. 2. 

1880 -Griffiths, Griffith, Bryncelyn, Pontardawe, Swansea 

Valley. 

1870 Grigg, William Chapman, M.D., Physician to the In- 

patients, Queen Charlotte's Lying-in Hospital; Assistant 
Obstetric Physician to the Westminster Hospital ; 
27, Curzon street, Mayfair. Council, 1875-77. Board 
Exam. Midwives, \S7S-79. 

O.F. GrimsdalEjThos. F., L.E.C.P. Ed., Consulting Surgeon to 
the Lying-in Hospital ; 29, Rodney street, Liverpool. 
Council, 1861-62. Fice-Fres. 1875-76. 



XXX FELLOWS OF THE SOCIETY. 

Elected 

1882 Gbip;p£r, Walter, M.B. Cantab., Featherstone villay 

WallingtoD, Surrey. 

1880 Gbogono, Walter Atkins, Berwick Hoase, Broadway, 

Stratford, E. 

1 879 Groye, William Richard, M. D., St. Ives, HantiDgdonshire. 

1885 Grtjn, Edward Ferdinand, 2, Lower Richmond road> 

Putney, S.W. 

1886 Guild IN G, Lansdown Murray, M.A., M.B. Oxon., 16, 

Forbury, Reading. 
1867 Had AWAY, James, L.R.C.P. Ed., Dent-de-Lion Villa, Gar- 
linge, near Margate. 

1876 Hadden, John, M.D., 31, West street, Horncaatle, Lincoln- 

shire. 

1881 Hair, James, M.D., Westgate, Peterborough. 

1859 Hall, Frederick, 1, Jermyn street, St. James's, S.W. 

1871 Hallowes, Frederick B., Redhill, Reigate, Surrey. Coun- 

cil, 1885-6. 

1880 Hames, George Henry, F.R.C.S., 2, Queensborough ter- 

race, W. 

1880 Hamilton, Thomas, M.D., Melrose House, 129, Green 
lanes. Stoke Newington, N. 

1883 Handfield-Jones, Montagu, M.D. Lond., M.R.C.P., 

Lecturer on Midwifery at, and Physician Accoucheur 
in charge of Out-patients to, St. Mary's Hospital ; 24^ 
Montagu square, W. Council, 1887. 

1860 Hardey, Key, Surgeon to the West City Dispensary; 4, 

Wardrobe place. Doctors* Commons, E.C. 

1886 Hardy, Henry L. P., Holly Lodge, Richmond road, 
Kingston-on-Thames. 

1877 Harper, Gerald S., 5, Hertford street. May Fair, W. 

1878 Harries, Thomas Davies, F.R.C.S., Grosvenor House, 

Aberystwith, Cardiganshire. 

O.F. Harrinson, Isaac, F.R.C.S., Castle street, Reading, Berks. 
Council, 1862-65. Hon, Loc. Sec, 

1872 Harris, Henry, M.D., F.R.C.S.,Trengweath place, Redruth^ 

Cornwall. 



FELLOWS OF THE 80CIBTY. XXXI 

Elected 

1867 Hakris, William H., M.D., 78, Oxford gardens, W. 

1861 Harris, William John, Church House, Heene, Worthing. 
Hon, Loc, See. 

1880 Harrison, Richard Charlton, 13, Sandringbam gardens, 
Ealing, W. 

1886 Hartley, Horace, L.R.C.P. and S. Ed., 122, Coldharbour 
lane, S.E. 

1886 Hartley, Reginald, L.R.C.P. and S. Ed., Kirkgate House, 
Thirsk. 

1880 Harvey, John Stephenson, 69, Rue Faidherbe, Boulogne- 
8ur-Mer, France. 

1865 Harvey, Robert, M.D., 52, Chowringhee, Calcutta. 
[Per Messrs. Cochran and Macpherson, 152, Union 
street, Aberdeen.] Trans, 1. Hon. Loc. Sec. 

1886 Harvey, Sidney Fred., L.R.C.P. Lond., 42, Perham road, 

West Kensington, W. 

1887 Haw, Walter Herbert, B:A., the Dispensary, Portland 

Town, N.W. 

1865 Hayes, Hawresley Roche, Basingstoke, Hants. 

1873 Hayes, Thomas Crawford, M.D., Assistant Obstetric Phy- 
sician to King's College Hospital; 17, Clarges street, 
Piccadilly, W. Council, 1876-78. 

1880 Heath, William Lenton, M.B., 88a, Cromwell road. 

Queen's gate, S.W. Trans. I. 

1867 Hembbough, .John William, Ivy cottage, Waltham, 
Grimsby. 

1881 Hepburn, William Alex., Rosslyn House, Coxhoe, Co. 

Durham. 

1876 Herman, George Ernest, M.B., F.R.C.P., Obstetric Phy- 
sician to, and Lecturer on Midwifery at, the London 
Hospital ; 20, Barley street. Cavendish square, W. 
Council, \87S-79. Hon. Lib. 1880-1. Hon. See. 1882-5. 
Fice-Pres, 1886-7. Board Exam. Midwives, 1886-87. 
Trans. 10. 



XXXU FELLOWS OF THE SOCIETY. 

Elected 

O.F. Hewitt, Geaily, M.D., F.R.C.P., Professor of Midwifery 
in University College, London, and Obstetric Physician 
to University College Hospital ; 36, Berkeley square, 
W. Mon, Sec. 1859-64. Treae. 1865-66. Fice-Pres. 
1867-68. Pres, 1869-70. Trans. 21. 

1860 HioKs, John Braxton, M.D., F.R.C.P., F.R.S., Consulting 
Obstetric Physician to Guy's Hospital ; 24, George 
street, Hanover square. Council, 1861-2, 1869. Hon. 
fi^tfc. 1863-65. Fice-Pres. \S66-6S. Treas. IS70. Pres. 
1871-2. Trans. 36. 

1860 HiGQS, Thomas Frederic, M.D., Beaconsfield House, 
Dudley, Worcestershire. 

1886 Hoar, Charles, M.B., CM. Aber., Bantony House, Hurst 
Gl-reen, Hawkhurst (Railway Station Robertsbridge). 

1886 Hodges, Herbert Cuamney, L.R.C.P. Lond., Watton, 
Herts. 

O.F. Hodges, Richard, M.D., F.R.C.S., 36, Harewood Square, 
N.W. Trans. 3. 

1864 HopPMEisTER, Sir William Carter, M.D., Surgeon to the 
Queen in the Isle of Wight ; Clifton House, Cowes, 
Isle of Wight. Council, 1877-9. Hon. Loc. See. 

1886 HoLBERTON, Henry Nelson, L.R.C.P. Lond., East 
Molesey. 

1875 HoLLiNGs, Edwin, M.D., 4, Gordon street, Gordon square, 

W.C. 
1886 HoLLOWAT, William George, B.A., M.B. Cantab., Apsley 

Villa, St. John's, S.E. 

1859 Holm AN, Constantine, M.D., The Barons, Reigate, Surrey. 
Council, 1867-69. Fice-Pres. 1870-71. 

1880 Honiball, Oscar Dunscombe, M.D., George Town, Deme* 
rara, British Guiana. 

1864 Hood, Wharton Peter, M.D., 11, Seymour street. Port- 
man square, W. 

1872 Hope, William, M.D., Physician to Queen Charlotte's 
Lying-in Hospital ; 56, Curzon street, Mayfair, W. 
Council, 1877-9. Board Exam. Midwives, 1873-4. 
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Elected 

1884 Hopkins, John, L.R.C.P. Ed., 93, Camberwell road, S.E. 

1883* HoRBOCKS, Peteb, M.D., M.R.C.P. Load., Assistant Ob- 
Btetric Physician to, and Demonstrator of Practical 
Obstetrics at, Guy's Hospital ; 9, St. Thomas's street, 
S.E. CouncUy 1886-7. Trans, 1. 

1876 Ho&sMAN, Godfrey Charles, 22, King street, Portman 

square, W. 

1883 HosKiN, Theophilus, L.R.C.P. Lond., 186, Amhurst road, 

N.B. 

1883 Houchin, Edmund Kino, L.R.C.P. Ed., 23, High street, 

Stepney, E. 

1884 Houoh, Charles Henry, Full street, Derby. 

1877 Howell, Horace Sydney, M.D., East Grove house, 18, 

Boundary road, St. John's Wood, N.W. 

1879 Hubbard, Thomas Wells, Lenham, Bromley, Kent. 

1885 Huohes, Edoar A., L.R.C.P. Lond., 91, Onslow gardens, 

S.W. 

1882 Hunt, Joseph William, M,D. B.S., 101, Queen's road, 

Dalston, E. 

1883 HuRVORD, Charles, L.E.C.S.I., 258, Caledonian road, N. 

1884* Hurry, Jamieson Boyd, M.D. Cantab., 43, Castle street, 
Reading. Council^ 1887. Trans, 1. 

1878 Husband, Walter Edward, 56, Bury New Road, Man- 

chester. 
1859 Hutchinson, Jonathan, F.R.C.S., LL.D., F.R.S., Consult- 
ing Surgeon to the London Hospital ; 15, Cavendish 
square, W. Council, 1869-71. Fice-Pres. 1881-3. 
Trane, 1. 

1886 Hutton, John Stuart, L.B.C.P. Lond., St. Thomas's 

Hospital, S.E. 

1882 Hutton, Robert James, L.R.C.P. Ed., Stapleton House, 
Stapleton Hall road, Finsbury Park, N. 

1884i Ingle, Robert Nichols, M.D., Uniyersity Lecturer on 
Midwifery, 21, Regent street, Cambridge. Council^ 
1887. Hon, Loc. Sec, 
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XXXI V FELLOWS OF THE SOCIETY. 

Elected 

1884 Inolis, Jakes, King street, Newcastle, New Soath Wales. 

1879 Inkson, James, M.D., Brigade-Sargeon, Army Medical De- 
partment, General Hospital, Calcutta. 

1883 Inman, Robert Edward, 243, Hackney road, E. 

1884 Irwin, John Arthur, M.A., M.D., 427, Fifth avenue, New 

York. 
1864 Jackson, Edward, M.B., 69, Osborne Road, Jesmond, New 

castle-on-Tyne. 
1887 Jackson, G. E. Cowte, F.R.C.S. Ed., 17, Poland street, 

W. 

1883 Jackson, George Henrt, Lan«downe House, Tottenbam. 

1884 Jackson, James, 14, Huntingdon street, Bamsbury, N. 

1864 Jackson, Robert, M.D., 53, Notting hill square, W. Council, 

1885. 
1886 Jagohb-Hood, Charles John, L.R.C.P., King's College 

Hospital, W.C. 

1883 Jakins, Percy S., 9, Osnaburgh street. Regent's park, N.W. 

1873 Jakins, William Vosper, L.R.C.P. Ed., 165, Collins street 

East, Melbourne. 
1872 Jalland, Robert, Horncastle, Lincolnshire. Trans. 1. 
1878 James, Walter Culyer, M.D., M.C., 11, Marloes road, 

Kensington, W. 
1877 Jamieson, Patrick, M.A., 3, St. Peter's street, Peterhead, 

Aberdeenshire. 

1885 Jamieson, Robert Alexander, M.D., Shanghai. [Per 

Messrs. Henry S. King and Co., 65, Comhill, E.C.] 

1886 Jamison, Arthur Andrew, M.D. Glas., St. Helen's, 

Lancashire. 

1883* Jenkins, Edward Johnstone, M.B. Oxon., Australian 
Club, Sydney (per H. K. Lewis, 136, Gower street, 
W. C). 

1877 Jbnks, Edward W., M.D., 84, Lafayette avenue, Detroit, 
Michigan, U.S. 

1882 Jennings, Charles Egerton, F.R.C.S. Eng., Assistant 
Surgeon to the North-West London Hospital ; 15, 
Upper Brook street, Grosvenor square, W. 



YELLOWS OP TH£ SOCIETY. XXXV 

JEleeted 

1883 Johnson, Abthub Jukes, M.B., Bloor street west, ToroDto^ 
Ontario, Canada. 

1877 Johnson, Samuel, M.D., 5, Hill street, Stoke-upon-Trent. 

1881 Johnston, Joseph, M.D., 24, St. John's Wood Park, N.W. 

1879 Johnston, Wm. Beech, M.D., 157, Jamaica road, Ber- 
mondsey, S.E. 

1868 Jones, Eyan, Ty-Mawr, Aberdare, Glamorganshire, dmneilf 
1886. 7. Han. Loc. Sec. 

1878 Jones, H. Macnaughton, M.D., F.R.C.S.I. and Bdin., 

141, Harley street, Cavendish square, W. 

1881 Jones, James Robert, M.6., Box, 320, Winnipeg, Mani* 
toba, Canada. 

1868 Jones, John, 60, King street, Regent street, W. 

1876 Jones, Leslie, M.D., CM., Limefield House, Cheetham 
Hill, Manchester. 

1886 Jones, Lewis, M.D., Balham, S.W. 

1885 Jones, P. Sydney, M.D., 16, College street, Hyde Park, 

Sydney. (Per Messrs. D. Jones & Co., 1, Gresham 
Buildings, Basinghall street, B.C.) 

1873 Jones, Philip W., Silver street, Enfield. 

1883 Jones, W. H. Fenton, M.D., 29, Brook street, Grosvenor 

square, W, 

1886 Jones, William Owen, The Downs, Bowden, Manchester. 

1879 Joubert, Chaeles Henry^ M.D. [Care of Comptoir 

d'Escompte de Paris, Calcutta.] 

1878 JuDsoN, Thomas Robert, L.R.G.P. Lond., Hayman*s 
Green, West Derby, Liverpool. 

1875 Jukes, Augustus, M^B.^ N. W. Mounted Police, Regina, 
N. W. Territory, Canada. 

1878 Kane, Nathaniel H« K., M.D.^ Lanherne, Kingston hill, 
Surrey. 

1884 Kbates, William Cooper, L.R.C.P., 2, Tredegar villas, 

East Dttlwich road, S.Ei 

1880 Kebbell, Alfred, Flax ton, York. 



ZXXYl FELLOWS OF THE SOCIETY. 

Elected 

O.F. Kbele, Geobge Thomas, 81, St. PauPa road. High- 
bury, N. Council, 1885. 

1883 Keeling, James Hubd« M.D., 267, Glossop road, Sheffield. 
Hon. Lac. See. 

1874 Kempsteb, William Henry, L.R.C.P. Ed., Oak House, 
Bridge road, Battersea, S.W, 

1886 Kennedy, Alfbed Edmund, L.R.C.P. Ed., Chesterton 
House, Plaiatow, E. 

1879 Keb, Hugh Riohabd, L.E.G.P. Ed., Townsend House, 
Hales-Owen. 

1865* Kebnot, Geobge Ghables, 9, Elphinstone road, Hastings, 

1883 Kebb, J. King, M.D., Leytonstone, E. 

1872 Kebb, Nobman S., M.D., F.L.S., 42, Grove road. Regent's 
park, N.W. 

1877* Kebswill, John Bedfobd, M.R.C.P. Ed., Fairfield, St. 
German's, Cornwall. 

1878 Khoby, Rustonjee Nasebwanjee, M.D. Brussels, L.Med. 
Bombay, Physician to the Parell Dispensary, Bombay ; 
Girgaum road, Bombay. 

O.F. Kiallmabk, Henby Walteb, 5, Pembridge gardens, Bays- 
water. Council, 1879-80. 

1860 KiNGSFOBD, Edwabd, F.R.C.S., Surgeon to the Sunbury 
Dispensary ; Sunbury-on-Thames. 

1862 KiBKPATBiCK, John Ruthsbfobd, M.D. Dub., King's Pro- 
fessor of Midwifery, Dublin Uniyersity ; 4, Upper 
Merrion street, Dublin. Council, 1872-4. 

1872^^ KiscH, Albebt, 3, Sutherland gardens, Maida vale, W. 

1867 Knaggs, Henby Guabd, M.D., 189, Camden road, N.W. 

1884 Knapton, Geobge, L.R.C.P. Ed., Portswood, Southampton. 

1876 Knott, Chables, M.R.C.P. Ed., Liz Yille, Elm grove, 
Southsea. 

1881 Lacy, Chables Sbthwabd de Lacy, M.B., 31, Grosvenor 
street, W. 

1885 Lane, James Oswald, B.A., M.D. Cantab., Northampton. 



FELLOWS OF THB SOCIETY. XXXTll 

Elected 

1867 Langfobd, Charles P., Sannysidey Hornsey lane, N. 

1883 Langley, Aabon, L.R.G.P. Ed., 149, Walworth road, S.B. 

1886 Lankesteb, Herbert Henry, M.B.Lond., l,Elm park 
gardens, South Kensington, W. 

1872 Lattey, Jame8,23, St. Mary Ahbott's terrace, Kensington, W. 

1886 Lauder, William, M.D. Edin., 174, Oxford road, Man- 

chester. 

1875 Lawrence, Alfred Edward Aust, M.D., Physician- 
Accoacheur to the Bristol General Hospital ; 15, 
Richmond hill, Clifton, Bristol. Coundh 1885-86. 
Han. Loe, See, 

1878 Leachman, Albert Warren, M.D., Fairley, Petersfield, 
Hants. 

1884 Lead AM, William Ward, M.D., 80, Gloucester terrace, 

Hyde park, W. 

1884 Lediard, Henry Ambrose, M.D., 43, Lowther street, 

Carlisle. Trane, 1. 

1887 Lees, Edwix Leonabd, M.B., CM. Ed., Hospital for 

Women and Children, Bristol. 

1860 Leibhman, William, M.D., Physician to the UniTersity 
Lying-in Hospital, Eegius Professor of Midwifery in 
the University of Glasgow ; 11, Woodside crescent, 
Glasgow, dmncil, 1866-68. Vice-Pres. 1869-70. 
Trans. 1. 

1882 Leonard, Henry James, M.B., 279, Camden road, N.W. 
1881 Le Page, John Fisher, L.R.C.P.Ed., 17> The Crescent, 
Salford, Manchester. 

1885 Lewers, Arthur H. N., M.D. Lond., M.R.C.P., Assistant 

Obstetric Physician to the London Hospital; 60, 

Wimpole street, W. Council, 1887. Trans. 1. 
1877 Lewis, John Rigos Miller, M.D., Deputy-Surgeon General, 

Markham Lodge, Liverpool road, Kingston hill, Surrey. 
1885 LiDiARD, Sydney Robert, L.R.G.P. Ed., 11, Charlotte 

street. Hall. 

1875 LiEBMAN, Carlo, M.D. Vienna, Principal Surgeon, Trieste 
Ci?il Hospital, Trieste, Austria. Trans. 1. 



XXXVUl FELLOWS OP THE SOCIETY. 

Elected 

1874 LiTHGow, RoBSBT Alexander Douglas, M.R.G.P. £d.» 
27a, Lowndes street, Belgrade square, S.W. 

1868 Llewellyn, Evan, L.B.C.P. Ed., 9, Mount place, London 
Hospital, E. 

1872*^ Lock, John Griffith, M.A., Lansdowne House, Tenby. 

1859 LoHBE^ Thomas Robert, M.D., Bemerton, Torquay. 

1862 Lowe, George, F.R.C.S., 5, Hominglow street, Burton-on- 
Trent, Staffordshire. Council, 1887. Trans. 1, Hon. 
Loc. Sec. 

1873 Lush, William John Henry, F.R.C.P.Ed., Associate of 
King's College, London ; Fyfield House, Andover. 

1878* Ltcett, John Allan, M.D.,The " Hollies," Graiseley, Wol- 
verhampton. 

1871 McCallum, Duncan Campbell, M.D., Professor of Mid- 
wifery and Diseases of Women and Children, McGiU 
University; 45, Union avenue, Montreal, Canada. 
Trans. 4. 

1884 McCarthy, George Francis, L.K.Q.C.P., 138, Westmin- 
ster Bridge road, S.E. 

1879 Mackeough, George J., M.D., Chatham, Ontario, Canada. 

O.F. Mackinder, Draper, M.D., Consulting-Surgeon to the 
Gainsborough Dispensary; Gainsborough, Lincolnshire. 
Council, 1871-3. Trans. 2. 

1879 Maclaurin, Henry Normand, M.D., 155, Macquarie 
street, Sydney, New South Wales. 

1886 McMullen, William, L.K.Q.C.P.L, 319a, Brixton road, 
S.W. 

1859 Madge, Henry M., M.D., 4, Upper Wimpole street, W. 
Council, 1863-65, 1884. Fice-Pres. 1872-4. Trans. 
15. 

1884 Malcolm, John D., M.B., CM., 24, Bryanston street, W. 

1871 Malins, Edward, M.D., Obstetric Physician to the 
General Hospital, Birmingham ; 8, Old square^ Bir- 
mingham. Council, 1881-3. Fice-Pres. 1884-6. Hon, 
Jjoc, Sec. 



FELLOWS OP THE SOCIETY. ' XXXIX 

Elected 

1876 Manby, Frederick Edward, 10, King street, Wolver- 

hampton. 

1868 March, Henry Colley, M.D., 2, West street, Roch^ 
dale. 

1887 Mark. Leonard P., L.E.C.P. Lond., 18, Earl's Court 
gardens, W. 

1860 Marley, Henry Frederick, The Nook, Padstow, Cornwall, 

1862 Marriott, Bobert Buchanan, Swaffham, Norfolk. 

1873 Martin, Henry Charrington, M.B., CM., 11, Somers 
place, Hyde park, W. 

1877 Mason, Samuel Butler, L.B.C.P. Ed., Denham Hous^, 

Pontypool, Monmouthshire. 
1884 Massey, Hugh Holland, 2, North terrace, Camberwell, 

. S.B. 

1884 Masters, John Alfred, L.R.C.P. Lond., Westall House, 
Brook green, W. 

1886 Matthey, Arthur, L.R.C.P. Ed., The General Hospital, 

Croydon. 

1887 Maughan, James, L.R.C.P. Loud., 56, Albany street. 

Regent's park, N.W. 

1877 Maunsell, H. Widbnham, A.M., M.D., Pitt and London 
street, Dunedin, New Zealand. 

1883 Maurice, Oliver Calley, 75, London street, Reading. 
1877 May, Lewis James, Bountis Thome, Seven Sisters road, 

Finsbury Park, N. 

1884 Maynard, Edward Charles, L.R.C.P. Ed., 32, Sandgate 

road, Folkestone. 

1885 Meller, Charles Booth, L.R.C.P. Ed., Cowbridge, Gla- 

morganshire. 

1886 Mennell, Zebulon, 31, Shepherd's Bush road, W. 

1882 Meredith, William Appleton, M.B., CM., Surgeon to 

the Samaritan Free Hospital for Women and Children ; 
6, Queen Anne street. Cavendish square, W. Council^ 
1886-7. 

1883 Middlemist, Robert Percy, L.R.C.P. Lend., 6, Devon- 

port street, Hyde park, W* 



Xl FELLOWS OF THB SOCIETY. 

Elected 

1875* Miles, Abijah J., M.D., Professor of Diseases of Women 

and Children in the Cincinnati College of Medicine* 

Cincinnati, Ohio, U.S. 
1876 MiLLMAN, Thomas, M.D., Asylum for the Insane* Kingston* 

Ontario, Canada. 
1880 Mills, Robebt James, M.B., M.C., All Saints* Green* 

Norwich. 
1 886 MiLNEB, Samuel Geobge, L.R.C.P. Ed., Hillside* Dulwich 

road* Norwood* S.E. 

1876 MiLSON, BiOHABD Henbt* M.D., 88, Finchley road* South 

Hampstead, N.W. 

1869 Minns, Pembbokb R. J. B., M.D., Thetford, Norfolk. 

1867 Mitchell, Robebt Nathal, M.D.* Chester House* Wick- 

ham road* Brockley, S.E. 

1884 MiTBA, AsuTOSH* L.K.C.P.Ed., Kashmir, vid Sealkote, India. 

1868 Moothoosawmy, P. S.* M.D., F.L.S., Tanjore* Madras 

Presidency. I^ana. 1. 

1877 Moon, Fbedebick, M.B., Bexley house, Greenwich. 

1873 Moon, Robebt Henby* F.K.C.S.* Fern Lodge, Lower 

Norwood. 
1859 MooBHEAD, John, M.D.* Surgeon to the Weymouth Infir- 

mary and Dispensary ; Weymouth, Dorset. 

1883 MoBBis, Clabke Kelly* Gordon Lodge, Charlton road* 
Blackheath, S.E. 

1886 MoBTON, Shadfoeth* M.D. Durham, Wellesley Villas, 

Croydon. 

1887 Moseley, Geobge Wilkins, M.B., C.M.Ed., Eoyal Hos- 

pital for Children and Women, Waterloo road, S.E. 

1879 MouLLiN, James A. Mansell, M.A., M.B., Assistant 
Physician to the Hospital for Women and Children, 
69, Wimpole street. Cavendish square* W. Trans. 1. 

1878 Mowat, Geobge* 49, St. Peter street, St. Albans. Trans, 1. 

1877 MuBFHY, James* M.D.* Honorary Surgeon to the General 
Infirmary, Sunderland ; Holly House* Sunderland. 
Hon, Loe, Sec, Trans, 1. 



FELLOWS OF THE SOCIETY. xll 

SUeted 

O.F. Murray, Gustatus Charles P.» M.D., Obstetric Physician 
to the Great Northern Hospital ; 66, Great Cumber- 
land place, Hyde park, W. CouneUy 1864-65. 1883-5. 
Hon. Sec. 1866-69. Fiee-Pres. 1870-72. Treas. 
1873-77. Trans. 3. 

1885 Murray, Charles Stormokt, L.R.C.S. and L.M., Bd., 
34, Gloucester place, Portman square, W. 

1887 Murray, Horace H. C, 470, Hornsey road, N. 

O.F. MusGRAYE, Johnson Thomas, L.B.C.P. Ed., Irlam villa, 
89, Finchley road, N.W. CouneU, 1859-60. Trans. K 

1863 Nason, John James, M.B. Lond., 11, Bridge street. Strata 
ford-on-Avon. 

1859 Neal, James, M.D., Barcelona House, Sandown, Isle of 
Wight. 

1882 Nesham, Thomas Cargill, M.D., Lecturer in Midwifery 

in the University of Durham College of Medicine at 
Mewcastle-on-Tyne ; 12, Ellison place, Newcastle-on- 
Tyne. 

1881 Netherclift, William Henry, Junior Athenseum Club, 

Piccadilly, W. 
1876 Newham, James, 16, Princes street. Cavendish square, W. 

1859 Newman, William, M.D., Surgeon to the Stamford and 
Rutland Infirmary; Barn Hill House, Stamford, 
Lincokshire. CouncU, 1873-75. Fiee-Pres. 1876-77 
Tram. 4. 

1883 Newsholme, Arthur, M.D., 39, High street, Clapham, S.W. 

1873 Nicholson, Arthur, M.B. Lond., 98, Montpellier road, 
Brighton. 

1 879 Nicholson, Emilius Rowley, M.D., 89, Camden road, N.W. 

1876 Nix, Edward James, M.D., 143, Great Portland street, W. 

1882 Norman, John Edward, Lismore House, Hebburn-on-Tyne. 

J883 NuNN, Philip W. G., L.B.C.P. Lond., Christchurch road, 
Bournemouth. 

1884 Oakes, Arthur, M.D., 99, Priory road, West Hampstead, 

N.W. 



Xlii FELLOWS OF THE SOCIETY. 

Elected 

1880 Oakley, John, Holly House, Wood's Eod, Halifax, York- 
shire. 

1886 OoLE, Arthur Wesley, L.R.G.P. Lond., Middlesex Hos- 
pital, W. 

1876 Ogston, Francis, M.D., Lecturer on Hygiene and Medical 

Jurisprudence in the University of Otago ; Dunedin, 
New Zealand. 

O.F. Oldham, Henry, M.D., F.R.C.P., Consulting Obstetric 
Physician to Guy's Hospital ; 4, Cavendish place. Caven- 
dish square, W. Fiee-Pres. 1859. Oouneil, 1860, 
1866-66. Treas. 1861-62. Pres. 1863-64. Trans. 1. 
IViutee* 

1886 O'Meara, Frederick, A. T., L.B.C.P., King's College 
Hospital, W.C. 

1884 Openshaw, Thomas Horrocks, M.B., London Hospital, E. 

1869 Ord, George Rice, Streatham hill, Surrey. Council 1881. 

1880 Orton, Charles, M.D., Nelson place, Newcastle-under- 
Lyme, Staffordshire. 

1877 OsTERLOH, Paul Rudolph, M.D. Leipzic ; Dresden. 

1863 Oswald, James Waddell Jepfries, M.D., 245, Ken- 
nington road, S.E. Trans. 4. 

1884 Oswald, Robert James William, L.R.C.P., 212, Clapham 
road, S.W. 

1883 Palmer, John Irwin, Warwick lodge, Kingston-on- 
Thames. 

1877 Palmer, Montagu H. C, London road, Newbury, Berks. 

1886 Papillon, Thomas Alexander, L.R.C.P. Ed., Burley road> 

Oakham. 

1877"^ Paramore, Richard, M.D., 18, Hunter street, Brunswick 
square, W.C. 

1867 Pares, John, Bank House, Manchester road. Bury, Lanca- 
shire. 

1887 Parsons, John Inglis, M.D. Dur., 9, CoUingham place, 

S.W. 

1880 Parsons, Sidneij, 78, Kensington park road, W. 

1865* Paterson, James, M.D., Hayburn Bank, Partick, Glasgow. 
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Elected 

1874 Payne, William S. Hele, 54, Queen's Road, Peckham, 
S.E. 

1882* Peacey, William, M.B., 214, Lewisham high road, S.E. 

1864 Peabson, Datid Ritchie, M.D., 23, Upper Pbillimore 
place, Kensington, W. 

1871 Pedleb, Geobge Henry, 6, Trevor terrace, Rutland gate, 
S.W. 

1880 Pedley, Thomas Fbanklin, M.D., Rangoon, India. 

1881 Penny, Geoboe Town, B.A., Stanley House, Oakfield road. 

Upper ToUington Park, N. 

1881 Pebigal, Abthub, M.D., New Barnet, Herts. 

1871 Pebbioo, James, M.D., 163, Bleury street, Montreal, 
Canada. Hon. Loc. Sec, 

1879* Pesikaka, Hobmasji Dosabhai, 23, Hornby row, Bombay. 

1883 Pettifeb, Edmund Henby, 29, Stoke Newington green, N. 

1879 Phibbs, Robebt Featherstone, L.R.C.P. Ed., Pelham 
House, 30, Sutherland gardens, Maida yale, W. 

1879 Phillips, Geobge Richabd Tubneb, 24, Leinster square, 
Bayswater, W. 

1882 Phillips, John, B.A., M.B., M.R.C.P., Physician to the 

British Lying-in Hospital; 125, Harley street, W. 
Council, 1887. Trans. 1. 

1878 Philpot, Joseph Henby, M.D., 13, South Eaton place, S.W. 

1871 Philps, Philip Geobge, 4, Queen's road, Peckbam, S.E. 

1876 PiCABD, P. KiBKPATBiCK, M.D., 69, Abbey road, St. John's 
Wood, N.W. 

1874 PiGG, Thomas, M.D., M.R.C.P., Physician to the Man- 
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DR. HETWOOD SMITH'S CONDUCT IN THE 

ARMSTRONG CASE. 

The Pbesidbnt announced that the Council, after 
careful and anxious consideration, had come to the con- 
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2 EUPTUEB OF THE UTERUS. 

elusion that they were not justified in recommending tlie 
Society to put in force the law which provides for the 
removal of a Fellow. He then read the following 
resolution of Council : 

"Having heard Dr. Heywood Smith's explanation of 
his conduct in the Armstrong case^ it is resolved that the 
Council emphatically disapproves of his action in that 
case. That this resolution be read from the Chair at the 
next meeting of the Society.'' 



CASE OF EUPTURE OF THE UTERUS. 
By LovKLL Deage^ M.R.C.S. 

Ellen M — ^ set. 86 ; five children bom alire. Labour 
commenced at 3 p.m. on January Ist^ 1886. Had what 
the nurse called niggling pains till midnight ; the pains 
were not such as to prevent her husband sleeping with 
her. Soon after midnight had a violent pain^ and had 
no more pains subsequently. The clerk was sent for and 
arrived about 1.30 a.m. He found a small amount of 
external haemorrhage; as this did not entirely cease^ and 
there were no pains, he sent for me about 4 a.m., and I 
arrived at a little after the half hour. 

I found the patient in a state of partial collapse with 
all the appearances of one who had lost a considerable 
amount of blood. There was from a pint to a pint and 
a half of blood in a chamber, and not much in the bed. 
Ter vaginam, I found the placenta presenting ; I separated 
this partly and introduced my hand into the uterus and 
turned, bringing down both legs. I then injected some 
ether into the buttock and gradually withdrew the child ; 
the operation taking about twenty minutes. After the 
birth of the child I removed the placenta with my hand 
atidj on making a further attempt to examine the cavity of 
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the nteruBy with a view of remoying any pieces of mem- 
hrane^ &c,j which might have remained behind, I found 
my hand was no longer in the cavity of the nteras, bat 
in that of the abdomen. I withdrew my hand and sent 
oS for Dr. Godson, Assistant Physician Accouchear to the 
hospital, and in the meantime injected more ether, removed 
the pillows from under patient^s head, and did what I could 
to keep her alive. She died about half an hour after the 
removal of the placenta. The position of the child was 
back to the left ; head in left iliac fossa. 

The patient had an enormously pendulous belly, and, 
on my arriving, no uterine wall could be felt distinctly. 

She had not had difficult labours before (in fact they 
had been precipitate), but had told her husband the day 
before her death that she was quite sure her labour woald 
not be straight, and that there was something unusual. 

Vomiting had been a prominent feature throaghout the 
pregnancy, but had been more so since the commence- 
ment of labour. 

Postmortem. — Sp. H. 9^, Or. II. 11^, Ext. conjugate 7^, 
Int. conjugate at least 4 inches. A roomy pelvis. A 
large amount of blood and clot found in peritoneal cavity, 
probably about one quart and a half. The ring of Bandl 
particularly well marked. Insertion of the placenta was 
partly involved in the rupture. The membranes were 
studded with small hsamorrhages, and remained for the 
most part attached. A rupture on the left side extending 
from one inch below the external os in the vagina to a point 
just below the insertion of the round ligament was found. 
It involved the placental site in part. Much blood was 
found effused underneath the peritoneum, between it and 
the uterine wall. The corpus luteum small and situated 
in the right ovary. 



Dr. Hebmait thought the specimen showed the ring of Bandl 
very plainly ; not so clearly as diagrams (which were probably 
exaggerated for the sake of cleamess), but clearly enough to 
leave no doubt of its existence. 



4 CANCXB (?) 0? BODY OF UTBBUS 

Dr. CHAMPiirEYB said that he was unable to see any ring of 
Eandl. He asked Mr. Drage to point it out in the specimen. 

Dr. W. Gbiffith had examined the specimen the day after the 
post-mortem. At that time the ring of Bandl was well marked, 
and was situated exactly three inches above the external os. 
There was no abrupt edge of the retracted portion of the uterus, 
but a rapid tapering off for the space of an inch, from a thickness 
of one inch above to rather less than half an inch below. He 
had also endeavoured to determine the relation of the ring to the 
internal os, but had not positively succeeded ; his opinion was, 
however, that the ring was above the internal os. 

Dr. HoBBOCKs asked if any attempt had been made to stop 
the hflBmorrhage. 

Mr. Dbage, after examining the specimen, said that it had 
much changed since the autopsy, and that he could not now see 
the ring of Bandl. 



CANCER (?) OP BODY OP UTERUS REMOVED BY 

ENUCLEATION. 

By Dr. Galabin. 

Db. Galabin showed a microscopic section of a tumour 
of the body of the uterus removed by enucleation. The 
patient was thirty-four years old, and was sent from Wales 
to Guy's Hospital. The case had been diagnosed as one 
of fibroid tumour of the uterus. She was suffering from 
almost continuous metrorrhagia. The uterus was found 
to be enlarged nearly up to the level of the umbilicus, 
and a smooth mass could be felt presenting at the os 
uteri, which was somewhat dilated. 

After dilatation oE the cervix, the lower portion of an 
intra-uterine tumour, bilobed and smooth on the surface, 
could be felt. It had a broad attachment to the uterine 
wall. It was thought that this was a fibroid tumour of the 
uterus, and it was decided to attempt enucleation. This 
was commenced with Thomases serrated scoop, and con- 
tinued with the fingers. Before the operation had pro- 
ceeded far, Dr. Galabin found that the tumour had not the 
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firm and tougli texture of a fibroid^ bnt was soft. The 
baamorrhage also was very profuse. He came to the con- 
clusion that it must be a malignant growth, but, as it 
appeared to be separating from the wall of the nterus, he 
proceeded with the operation. The mass removed was 
somewhat larger than the fist, and the uterus afterwards 
contracted np to a size not much greater than the normal 
one. The patient had no further recurrence of hsdmor- 
rhage while she remained in the hospital. 

The tissue of the tumour was uniform, and had the 
naked- eye appearances of cancer. It was soft, and a 
copious milky juice could be scraped from the cut section. 
From the fact that it appeared to be encapsuled. Dr. 
Galabin at first supposed that it might be a fibroid tumour 
which had undergone malignant degeneration. Micro- 
scopic examination did not, however, appear to confirm 
this. Dr. Galabin regarded it as being cylindroid or 
adenoid cancer. The tissue was composed of exuberantly 
proliferating glands of very irregular shapes. These for 
the most part were lined with a tolerably regular gland- 
epithelium. At a few points only it was seen that the 
epithelium had grown into rounded masses, projecting into 
the cavity of the gland, or that there were clusters in the 
stroma of similar epithelium-like cells, not showing any 
glandular lumen. The stroma between the glands con- 
tained elongated cells with large nuclei, which appeared 
to be involuntary muscular fibres, but there were no large 
muscular fibres like those generally seen in fibroids of the 
uterus. 

Dr. W. Gbiyfith stated that Mr. Eve had Bome time ago 
mentioned to bim ha?ing found glandular structures lined with 
cylindrical epithelium in a fibroid be was ezamim'ng at the 
College of Surgeons, which he did not think malignant. 
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ON THE PRODUCTION OP THB SHAPE OF THE 
OBLIQUE PELVIS OF NAEGELE. 

By G. Ernest Herman^ M.B. Lend., F.R.O.P., 

OBSTBTBIO PHTSIOIAir TO THB LONDON HOSPITAL AVD LBCTUBBB QV 

MEDWIFBBY. 

The problem. — The oblique pelvis of Naegele offers two 
problems for discussion : (1) Tbe cause of the change in 
the sacro-iliac joint which characterises this pelvis ; and 
(2) the reason why that change in the joint is associated 
with the peculiar shape of the pelvis. 

Nature of morbid chcmge, — I have no contribution to 
offer towards the solution of the first of these problems. 
I find no evidence as to the cause or production of this 
change in the joints but only speculation. But^ as the 
view which is taken of the production of the shape of the 
pelvis mast to some extent depend upon what is thought 
to be the nature of the disease upon which that shape 
depends^ I shall first state^ without argument^ what I 
think as to the joint disease^ and then come to what is 
the object of the paper^ viz. the explanation of the peculiar 
shape of the pelvis. 

If we met with a condition similar to that present in 
the pelvis which Naegele described, and known to have 
started in disease during life, I think we should infer that 
there had been caries, by which the surfaces of bone, both 
iliac and sacral, forming the joint, had been diseased ; 
that the lateral masses of the sacrum had been arrested 
in their growth, from destruction of the ossifying carti- 
lages or ossific nuclei ; and then that healing of the caries 
had produced ankylosis of the bones. There are speci- 
mens which show that such a process, occurring after 
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birtb^ may produce these changes in the articulation.* 
Therefore I think it not unreasonable to suppose that in 
the cases of Naegelew pelvis in which the subject is stated 
never to have suffered from any illness, such a process 
may have taken place in utero. I do not think it profit- 
able or necessary to discuss, as Thomas* has done, whether 
the dwarfing or the ankylosis be the primary change, 
whether the bone or the synovial membrane be first 
affected, because we have no evidence on these points, and 
they are immaterial from the present point of view, for 
we have to deal with the accomplished changes as a 
whole. 

I now come to consider how these changes, the anky- 
losis and the dwarfing, produce the definite and charac- 
teristic shape of pelvis which we know that they do. 

Duncan's explanation. — The only explanation that I am 
aware of is that given by Matthews Duncan,t and adopted 
by most writers on the subject. This theory, as I under- 
stand it, is as follows : that the normal bending of the os 
innominatum is due to the sacro-iliac ligaments pulling 
the posterior end of the ilium inwards and downwards, 
while the femora push the anterior part of the iliac beam 
inwards ; the bone being bent round the sacrum as round 
a fulcrum or pivot. The appended diagram (Figure 1) 



: 




B 

Fio. 1. 

represents, in the crudest and simplest way, what, accord- 
ing to this theory, is the action of these forces. 

Let A B c D represent the sacrum, and s f the iliac beam. 

* Thomas^ ' Das schrag verengte Becken/ Leyden, 1861 ; also Champneys^ 
• Obst. Trans./ vol. xxiv, p. 191. 
t ' Researches in Obstetrics/ p. 130. 
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X T is connected loosely enough with a d to allow of a 
certain amount of movement. Then the forces which act 
in the direction indicated by the arrows, bend the beam s v 
around the mass A b c d. Then, it is assumed, when the 
beam e f, instead of being so united to A b c d as to admit 
of some amount of movement, is blended with it, this 
action ceases. Now I cannot see how the action of the 
forces in bending the beam between e a and d f is altered 
according to whether the part applied to a d is capable of 
Blight movement on a d, or is joined to it. 

For this reason, irrespective of any other, this theory 
does not seem to me to meet the case. There are other 
objections to it, to which I shall subsequently refer. 

I shall now explain what I believe to be the mode in 
which the shape of this pelvis is produced. 

How ths shape of pelvis is produced. — In the production 
of the shape of the pelvis there are obviously three main 
factors at work : (1) The body weight. (2) The action 
of muscles and ligaments. (8) The innate tendency of 
bones in their growth to assame a particular shape* 

Relative importance of body weight and muscular action, 
—The greater part of the weight of the trunk is trans- 
mitted by the sacrum, through the ilia, to the acetabula. 
Except under effort of an exceptional kind the muscles 
attached to the pelvic bones do not do more than move 
the trunk, or incline the pelvis, this way or that, upon the 
acetabulum as a centre, so as to maintain the trunk, in 
various positions of the body, in a position of stable equi- 
librium. In these movements the pelvis may be regarded 
as a lever, of which the fulcrum is the acetabula, the weight 
the trunk and upper extremities, and the power applied 
at the insertion into the pelvis of the muscles which move 
the trunk. The force exerted by the muscles to move 
this weight about the fulcrum, to the extent required to 
keep the trunk in equilibrium, cannot be so much as the 
pressure on the fulcrum. It is true that during excep- 
tional efforts the muscles may exert a force very much 
greater than the body weight ; but such efforts are only 
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occasional^ and are brief in proportion to their power, 
wbile the pressure of the body weight is continaal. 
Therefore I think it evident that the action of muscles and 
ligaments^ though undoubtedly capable of producing an 
effect upon the shape of the pelvis^ is not at all com- 
parable, as regards its power in this respect, to the body 
weight. 

Innate force of bone growth. — It appears to me that the 
greatest of these three forces, one which is hardly enough 
remembered, is the innate power of the bones in their 
growth to assume a particular shape. The long bones of 
the legs grow into their shape in direct opposition to the 
pressure of the body weight on them. Even when they 
have been softened by rickets, and have yielded to pres- 
sure and become bent, their power of growth may, after 
the disease has passed off, make them grow into their 
right shape again.* It is obyious that on any hypothesis 
whatever of the action of the different pressures and trac- 
tions in the pelvis, it is far from being of the shape it 
would have were it moulded simply by the mechanical 
forces which are exerted upon it. We cannot explain 
this tendency, but nevertheless it appears to me to be the 
chief agent in producing the shape of the bones. 

Naegele pelvic deformify a simple one. — The problem of 
the shape of the Naegele pelvis is a comparatively simple 
one, because in it the bones retain this power of resisting 
pressure. In the rickety, and in the osteo-malacic pelvis, 
the bones are softened by disease, and their power of 
assuming and maintaining their proper shape, in opposition 
to mechanical influences, is impaired. This difference is 
a very important one, and should make us cautious in 
drawing inferences as to the reason of the shape of a 
pelvis with healthy bones, from the shape of one in which 
the bones are abnormally pliable. 

Blood supply. — There are other influences which in a 

minor degree modify the shape of the pelvis. Among 

. these is vascular supply. Knowing how, in chronic 

* See Marsh, ' St. Bartholomew's Hospital Reports/ vol. zyiii, 1882, p. 24. 
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periostitis lasting orer years, the tibia has bei 
thickened and lengthened, we should expect 
pelvis, if developing under similar abnormal c< 
would be, in an essentially similar way, altered in 
shape. The effect of the opposite condition, 
blood sopply, is shown by a pelvis described by 
in which, after amputation of the femur high a 
third year of life, after a severe bum, the whol 
the pelvis to which the amputated limb was atta 
smaller than that which rested on the sound leg 
see no explanation of this, except that the remo' 
demand for blood to the lower limb of that si< 
diminished supply to the remaining vessels belt 
the same arterial system. Kebrer has shown ei 
tally on animals that this change can be produce 

Use of limb.—Ii the action of muscles and 
play any large part in modifying the shape of t1 
we should expect that important changes in sha 
follow the excessive use, or the non-use, of eit 
There is in the museum of St. Bartholomew's H 
pelvis {No. 638) showing atrophy of one side ae 
of chronic hip disease. I mention this to poini 
if it be the fact, and if it be the case also that thi 
ment of the pelvis may be modified by variatio 
vaacnlar supply of the bones during growth, 
reasons for caution in drawing inferences fro 
deformed in consequence of inBammatory disease 
over many years of life, snob, for instance, as thi 
pelvis. 

SimpUdty of Naegele pelvis. — The Naegele 
especially interesting because it is one of the si 
all pelvic deformities. In it we have nothing t 
alterations in the vascular supply, nor with differ 
to non-use of one side, nor with abnormal Be 
the bones. 

Body weight. — The remaining force which 1 
* ' Buain vicij par mite de I'ampntation da femur daiu I 
MoDtpeUier, 1879. 
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considered is the body weiglit^ clueflj borne by the sacmm, 
and transmitted by it tbrongh the ilia to the aoetabnla. 
We have therefore a downward pressure exerted by the 
eacrnm^ and an upward connter-pressnre exerted on each 
innominate bone by its femur. 

Counter-pressure of femora. — ^It is assumed in every 
monograph on the subject that I am acquainted with^ and 
the hypothesis of Duncan above mentioned is based upon 
this assumption^ that the pressure (strictly speaking 
counter-pressure) of the femora upon the innominate bones 
is inwards as well as upwards. But Dr. Champneys has 
shown* that this pressure really tends to press the aceta- 
bulum upwards and outwards, and not inwards^ as is 
generally assumed. This discovery^ for such it may be 
called^ is of the first importance in enabling us to under- 
stand the prodaction of pelvic deformities. I have con- 
vinced myself of the correctness of this view^ first, by the 
study of Dr. Champneys's paper. Champneys writes as 
follows concerning the effect of the femoral pressure on 
nnsymmetrical pelves, f " The weight falling on one side 
of the middle line practically diminishes the length of the 
iliac beam on that side, and increases it on the other, 
(a) This alters the equal balance of the ' couple of forces ' 
on each side (which in a symmetrical pelvis drag the 
anterior pelvic arch, or, in other words, the symphysis 
pubis, each to its own side) and gives the advantage to the 
couple on the side on which the weight does not fall. The 
symphysis pubis is dragged over to the less weighted side, 
and this action increases rapidly, {b) Together with this 
rotation or dragging, the acetabulum of the over-weighted 
side comes more and more towards the middle line, or, in 
other words, moves round the anterior pelvic arch." It is 
upon this principle that I think the peculiar shape of the 
I^aegele pelvis is to be explained, and I should hardly 
have thought it necessary to write upon its application at 
BO great length, were it not that it appears from a subse- 

* " On the Pressiire of the Femora, &c./' ' Obst. Trans./ vol. xxv, p. 70. 
t Op. cit., p. 94. 
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quent passage in Dr. Ghampneys's paper as if Bis view of 
%lie formation of the Naegele pelvis were different from 
mine : for lie says, '^ The two principal forms of contracted 
pelvis (scoliotic and Naegele pelvis) have more agreements 
than differences. The differences are probably due princi- 
pally to the presence or absence of a sacro-iliac joint.'' 

I am led to accept Dr. Champneys's view of the 
pressure of the femora^ also, by experiment upon the 
dead body, both of the foetus and the adult. I have 
divided the symphysis pubis, and the structures uniting 
the OS innominatum to the sacrum and coccyx, and then 
pushed upwards the femora, keeping them closely parallel 
to one another. I found that such upward pressure, 
instead of pushing together the two pubic bones (as it 
should have done did the femora press inwards), pushed 
them farther apart.* Preundf found that by pulling on the 
body of the foetus, and at the same time, on the legs, the 
pubic bones were approximated. 

Thirdly, it appears to me that if by this view of the 
direction of the pressure of the femora we can explain in a 
satisfactory manner the origin of pelvic deformities, the 
congruity between the results which according to the 
theory ought to be produced, and those which actually 
are produced, is in itself a presumption in favour of the 
correctness of the theory. 

Altered pressures the only important vnjluence at work 
upon Naegele pelvis, — In considering how the shape of the 
Naegele pelvis is produced, the effect of these pressures is 
practically the only agency which we have to consider. 
The structure of the bones, and their power to grow in 
the right direction in opposition to mechanical influences, 
is normal. If there be any differences between the two 
sides in respect of vascular supply, or use of the limb, the 
difference is so slight as to be inappreciable. But the 
pressure of the body weight is differently distributed on 
the two sides. 

• ** On the Prearare of the Femora, Ac.," * Obet. Trans./ vol. xxv, p. 70. 
t «Monati. fiir Geburtskunde/ Band xiii, 1859. 
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Lateral dwarfing both of ilium and sacrum the funda^ 
mental c7mwgre.— -The change which mechanically is funda- 
mental in this pelvis is the destruction (produced, as it 
seems to me reasonable to think, by caries) of the ossific 
centres in the lateral masses of the sacrum, and of the 
adjoining auricular surface of the ilium. A glance at the 
Naegele pelvis will show that there is both dwarfing of 
the sacrum on the affected side and extensive destruction 
of the ilium adjoining the synchondrosis. In a model of 
a Naegele pelvis in my possession, the distance from the 
centre of the promontory to the junction between the 
sacrum and ilium is on the ankylosed side an inch, on the 
sound side 2% inches (see Fig. 6). In a healthy pelvis, and 
on the sound side of the Naegele pelvis, the highest part 
of the sacro-sciatic notch is about 1; inches in front of the 
sacro-iliac synchondrosis (see Fig. 2). On the diseased 
side of the Naegele pelvis, the highest part of the notch 
is where the ilium appears to join the sacrum (see Fig. 8). 
The outline of the notch in front of the apex is much the 
same on the two sides. The inch and a half of ilium 
which should bound the notch behind its apex has there- 
fore been apparently destroyed by the disease. These 
changes, leading to deficient breadth of the affected side 
of the sacrum and of the affected ilium, bring the aceta- 
bulum considerably nearer to the middle line, that is, 
to the line of the body weight, than on the sound side. 

Distribution of body weight, — ^When the skeleton is 
looked at from the side, in the erect position, it is seen 
that the body weight descends through the sacrum and 
iliac beams almost vertically on to the femora. In this 
plane there is no appreciable difference between the two 
sides. 

Wben looked at from the front, the body weight is 
seen to be divided, and carried by the lateral mass of each 
ilium — the thickest and strongest part of the bone — on to 
its respective femur. It comes on to the head of eacb 
femur at an angle, as nearly as I can measure, of about 
40 or 45 degrees from the perpendicular, in the normal 
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pelvis^ this angle beings in sucli a pelvis^ equal on the two 
sides. 

Forces acting on pelvis of normal shape, — Considering 
the forces acting on the pelvis in the plane of the brim 
as being in equilibrium (as it is evident they must be)^ 
and neglecting the weight of the bones^ and other minor 
forces^ such as the actions of the structures attached to 
them^ the mechanical arrangements may be represented 
by the following diagram (Fig. 4). The weight of the 



SACRUM 

s 




ACETAB 



CETABULUM 



Fie. 4. — PreBSures in healthy pelvis. 

body falls upon the sacrum s^ and is transmitted by the 
iliac beam s A to the acetabulum A. Here is applied the 
counter-pressure of the femur f, which tends to move s a 
upwards and outwards around s, and would divaricate the 
iliac beams from one another, were it not for the opposi- 
tion of the pubic bones and their symphysis, a p, which 
form a tie beam, resisting the upward and outward move- 
ment of s A. At A therefore is applied the upward 
pressure of the femur a f, and the pull downwards and 
inwards exerted by a p. The resultant of these two 
forces must act along the line s a, in order to resist the 
force applied at s. The force a p may be resolved into 
two forces, one vertical^ acting downwards, the other 
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horizontal^ acting inwards ; and if the downward vertical 
force be subtracted from the force A Fj then (by the 
parallelogram of forces) the total vertical force npwards 
will be to the horizontal force inwards as A D to A c. 

Difference between the two aides of the Naegele pelvis,--^ 
Applying this to the two sides of the Naegele pelvis 
(Fig. 5) it will be seen that on the side of the ankylosis 

SACRUM 

s 




B' 



ACETABULUM 



Fia. S.^Fressurefl in Naegele pelvui. 

the horizontal force required to maintain equilibrium is 
much less than the vertical pressure^ while on the sound 
side it is much greater, A o representing the horizontal 
pull upon the tie beam on the ankylosed side, A^c that 
upon the sound side. The symphysis pubis is therefore 
pulled over towards the sound side. 

The inward pull of the tie beam is opposed by a corre- 
sponding outward thrust of the beams a s, a' s, and in 
Fig. 5 this outward thrust is shown by the lines A b, a' b'. 

In a model of the Naegele pelvis in my possession, the 
weight comes upon the femur of the ankylosed side at 
an angle of 18^ or 20^, and on the sound side at one of 
58° or 60°, from the perpendicular. In the diagram the 
upward pressure A d, a' d' is represented, for the sake of 
comparison, as equal on the two sides. Taking this as 
100, the outward thrust of the iliac beam on the 
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ankylosed side a b will be represented by 37, that on the 
sound side a' b' by 158. 

Effect of the difference. — The effect of this difference in 
the pressures to which the two ilia are subjected, will be 
that on the ankylosed side, from the increased upward 
pressure, there will be compression of the mass of bone 
through which that pressure passes, t. e, further compres- 
sion of the ilium, already shortened by disease.* There 
will also be deficient carrying outwards of the acetabulum. 
On the sound side, the acetabulum will be carried out- 
wards with increased power, and the part of the iliac 
beam transmitting the weight to the head of the femur 
will be less compressed; not only less compressed than 
on the ankylosed side, but less compressed than in the 
healthy pelvis. 

Meaav/rementa shouoing this effect, — ^To ascertain whether 
this were so, I have measured from the sacro-iliac junc- 
tion to a point in the ilio-pectineal line above the centre 
of the acetabulum, and from this latter point to the 
symphysis pubis, in the Naegele and in the normal pelvis 
respectively. The compression is evident to the eye in 

* Mr. B. A. Herman^ M.A.^ has supplied me with the following formula 
representing the compreBsive forces acting upon the two iliac beams : 

Assuming the bones to be without weight and free from other attachments^ 
then the bone A S is acted on by a crushing force (W^body weight). 

W A^C . A S 

"aa'* SC 

and A'S by a force 
_ W AC . A'S 

"aa'* SC 

Of these two the first is the greater if as in the figure A'S > A S. 

For A'C . A S > A C . A'S. 
if (A'C)" ASi« > (A C)« . (A'S)« 

t.«. if (A'C)« (AC|« + CS|«) > (A C)» (17C|»+CS|«), 

f.«. ifA'O AC. 
orifA'S> AS. 
Taking the angles as in figure, the upward pressure at A would be *82 W ; 
at A' *46 W; the pressure tending to crush AS would be '88 W., and to 
crush A'S would be *85 W. ; in A S and A'P the pressure is greater than in 
A S or A P. 

VOL. XZVIIl. 2 
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the Naegele pelvis. The distance between the sacro-iliac 
junction and the point of the ilio-pectineal line above the 
middle of the acetabulum^ on the ankylosed side^ is^ in 
a model in my possession^ If inches ; on the sound side 
2f inches. The distance from the point in the ilio- 
pectineal line opposite the centre of the acetabulum to the 
symphysis pubis is on the ankylosed side 3 inches, on 
the sound side 2^ inches. In the normal pelvis (taking a 
specimen in my possession) the distance between the 
sacro-iliac synchondrosis and a point in the ilio-pectineal 
line opposite the centre of the acetabulum is 2^ inches ; 
from the latter point to the pubic symphysis 3 inches. 
The proportion of the iliac to the pubic portion of the 
ilio-pectineal line is therefore, in the Naegele pelvis, on 
the ankylosed side, as 14 to 24, or 58 to 100 ; on the 
sound side as 19 to 21, or 90 to 100 ; in the normal pelvis 
as 17 to 24, or 71 to 100. These figures show that not 
only is there less vertical compression of the iliac beam on 
the sound side of the Naegele pelvis than on the ankylosed 
side, but also less than in the normal pelvis. The least 
thickness of the iliac beam between sacrum and ace- 
tabulum, in my model of Naegele pelvis, is, on the sound 
side II inch, on the ankylosed side || inch; additional 
evidence of compression. In the healthy pelvis Jg. 

Healthy Naegele pelvis, Naegele pelvis, 

pelvis. soimd side. side of anKylosis. 

Centre of sacrnm to sacro-iliac 1 oa oa i 

junction . . . .J ^ •" ^^ '" ^ 

Apex of sciatic notch to sacro- 1 1 1 1 1 n 

iUac junction . . ./ ^* - ^* •• " 

Sacro-iliac junction to ilio-l oi oa is 

pubic junction . . ./ -^t ... ^ ... At 

Ilio-pubic junction to symphysis 3 ... 2| ... 8 

Proportion of iliac to pubic 1 17 to 24 or 19 to 21 or 14 to 24 or 
portion of iHo-pectineal line J 71 to 100 '" 90 to 100 — 68 to 100 

Least thickness of iliac beam • ^ ... f| ... |} 

Beside the difference in the vertical pressure on the two 
sides of the Naegele pelvis, there is a difference in the 
outward pressure on the acetabulum ; increased outward 
pressure on the sound side^ diminished outward pressure 
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on the ankylosed side. The effect of this carrying out- 
wards of the acetabalam on the sound side is that the 
curvature of the posterior part of the pelvic circle dimin- 
ished on that side (see Fig. 6). 

The only explanation that I can see of the greater 
length of the pubic part of the ilio-pectineal line on the 
side of the ankylosis^ is that it is due to the action at each 
end of it of a force tending to produce elongation ; the 
acetabulum (from the compression and partial destruction 
of the ilium and dwarfing of the side of the sacrum) draw- 
ing one end towards the posterior part of the pelvis^ while 
the anterior end is pulled by the ligaments of the sym- 
physis in the opposite direction^ towards the sound 
side. 

A complete exposition and proof of the cause of one 
pelvic deformity would mean nothing less than a full 
account of every other; for each one kind of pelvic 
deformity throws light on the rest. In the present paper 
I cannot attempt so large a task. But I may briefly 
mention some other pelvic deformities which support the 
views here advanced. 

Support given to this view hy the pelvis with unilateral 
atrophy, — One main postulate upon which the foregoing 
argument rests^ is that the pressure of the femora is 
upwards and outwards. This view receives strong support 
from the pelvis described by Dumas^ and already alluded 
to, in which deformity of the pelvis resulted from amputa- 
tion of one leg high up, in early life. Here the bones 
were healthy. It is clear that whenever the pressure of 
the femur was so exerted as to modify the form of the 
pelvis, it would be quite unopposed. Now, the chief 
modification of the pelvis on the side of the remaining 
limb was the extent to which the ilium was carried out- 
wards. In a well- shaped pelvis, says Dumas, the anterior 
superior iliac spine is distant about twelve centimetres from 
the median line ; in this, on the side of the sound limb, it 
was fourteen centimetres. Although the iliac crest was 
longer on this side, yet the anterior superior iliac spine^ 
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instead of being in front of tliat on the dwarfed side, was 
beUnd it. On the linea innominata on this side, there 
existed a marked elbow, situated at the extremity of the 
transverse diameter, the part in front of this elbow having 
a more pronounced curve than the part behind it ; in this 
respect resembling the sound side in the pelvis of 
Naegele. 

The pelvis already referred to, in the museum of 
St. Bartholomew's Hospital (No. 638), shows identical 
changes. Here the left side is atrophied from disuse. 
The left iliac crest is 222 millimetres long, the right 246. 
Therefore, were the pelvis otherwise unaltered in shape, 
the right anterior superior spine should be in front of the 
left. But the pressure of the right femur has been 
unopposed, and has carried the right ilium outwards and 
upwards. The right iliac spine is behind the left, and is 
120 millimetres from the middle line, the left being 
only 98. 

Duncan^ 8 a/rguments. — The explanation of the shape of 
the Naegele pelvis given in this paper takes the deficient 
breadth of the ilium and side of the sacrum to be the 
essential change, and not the ankylosis. The contrary 
opinion is held by Dr. Matthews Duncan. He says,* 
" It appears to me that the most important particular in 
the deformity of this pelvis, namely, its peculiar shape, 
has in most cases very little dependence upon the atrophy. 
The occurrence of cases of oblique deformity without any 
atrophy, and with or without ankylosis, is sufficient to 
show that atrophy is not essential to its production.^' He 
does not refer to any particular specimens of pelvic 
deformity in justification of these general assertions. To 
thoroughly follow out the line of argument here indicated 
would heed an examination of every deformed pelvis in 
existence. 

Oblique deformity without atrophy. — One assertion, vital 
to the question, is that cases of oblique deformity occur 
without any atrophy. This is true as regards the scolio- 

* * Besearches in Obstetrics.' 



22 OK THE FBODUCTIOK OV THE SHAPE 

rachitic and osteo-malacic pelves ; specimens in which the 
problem is complicated by abnormal flexibility of the 
bones. I have not been able to find any case in which^ 
without diminished breadth of the sacrum on one side^ 
and without softening of the bones^ oblique deformity has 
been present. 

Oblique deformity without ankylosis. — There are cases in 
which, with atrophy of one side of the sacrum, but with- 
out ankylosis, deformity similar in kind to the Naegele 
pelvis, but less in degree, is present. That it is less in 
degree is, in my judgment, because in these cases of 
simple non-development of the lateral part of the sacrum, 
without disease of the joint, there is not destruction of 
part of the ilium, as in the Naegele pelvis. Thomas* 
figures such pelves. 

Eobertf says : " It is known that there are pelves 
in which, with synostosis of the sacro-iliac articulation, 
the curve of the innominate bone is not altered. We are 
therefore justified in holding that the synostosis of the 
sacro-iliac joint has per se no influence on the bending of 
the innominate bone.'' Duncan replies to this, that in 
these cases the ankylosis did not take place until after the 
bones had attained their full development. This I take 
to be an adequate answer so far as this argument goes, 
but it does not meet Robert's next sentences. '' We find 
on the contrary, in wasting of one or both lateral masses of 
the sacrum a straightening of these (the innominate) bones, 
this being in proportion to the degree of the atrophy, so 
that the linea arcuata interna runs the more nearly straight 
the greater the wasting of the lateral mass of the sacrum. 
But conversely, no case Is known in which the lateral 
mass of the sacrum is wasted, and the corresponding 
innominate bone is normal." Robert does not refer to 
pelves in support of his statements, any more than Dun- 
can ; but his assertions may fairly be opposed to Duncan's. 

* * Das gchr&g verengte Becken, Leyden> 1861, Taf el v. 
t 'Ein dnrch mechanische Verletznng and ihre Folgen quer verengteQ 
Becken/ Berlin, 1883, S. 60. 
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I have not attempted to fully verify them. It is impos- 
sible to satisfactorily do so without seeing every specimen 
of such pelves ; plates and descriptions do not always give 
information on the particular points on which it is wanted. 

But I will refer to two pelves, which confirm Eobert's 
assertion so far as two specimens can. One is in the 
London Hospital museum^ and I hope hereafter to describe 
it. The other is in the museum of St. George^s Hospital^ 
and was described to this Society in 1882 by Dr. Ghamp- 
neys^ in a paper published in our ^' Transactions.^* I 
have made a diagram of the brims of these pelves^ so that 
their shape can be compared with that of each other, of the 
Naegele, and of the normal pelvis (Pig. 7.) It will be seen 
that the order in which they come, according to breadth 
of dwarfed side of sacrum, and according to degree 
of oblique deformity, is the same. The correspondence 
between the degree of dwarfing of one side and sacrum 
and that of oblique deformity is not so close in the pelvis 
of Ghampneys as in the other ; and this may be accounted 
for by the fact that his pelvis was that of a child. 

Pelvis of Robert* — Any theory which professes to account 
for the shape of the Naegele pelvis must also explain the 
formation of the transversely contracted pelvis of Robert. 
This requirement is fulfilled by the theory here advocated. 
The transverse contraction of the pelvis of Robert is due 
to the deficient breadth of the sacrum and the destruction 
of the adjacent parts of the ilia ; and the abnormal 
straightness of the ossa innominata results from the weight 
of the body falling more nearly vertically than it should 
do upon the acetabula, so that the counter-pressure of the 
femora is exerted to less advantage in the outward 
direction than in the healthy pelvis. Hence the aceta- 
bula are not carried outwards to the extent that they 
should be. 

Dr. Galabin thought that the Society was iudebted to Dr. 
Herman for showing that, although the mechanism of production 

• VqI. xxiv, p. 191. 
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of Naegele's oblique pelvis had already been much stadied, there 
were points about it still open to discussion. He was not, 
however, convinced by the arguments of the paper. In the 
first place he could not accept the author's contention that it 
made no difference, as to leverage exercised on the innominate 
bone by the posterior sacro-iliac ligaments, whether the joint 
were ankylosed or not. If ankylosis existed, the action of the 
body weight must be transmitted through the bony union only. 
It could not possibly put any increased strain upon the liga- 
ments. But, ix the joint existed, the body weight would cause 
the sacrum to move down very slightly upon the ilium till the 
ligaments were put on the stretch. The tension of the ligaments 
would then exercise a leverage upon the innominate bone, and 
tend to throw its anterior end outward. He was not sure 
whether he rightly understood the author's diagram to mean that 
the pressure of the pelvis upon the femur was directed down- 
ward and outward, and that of the femur upon the pelvis upward 
and outward. If so, this would be contrary to the elementary 
principle of mechanics that action and reaction are equal and 
opposite. If the pressure of the pelvis on the femur acted 
downward and outward, that of the femur on the pelvis must act 
upward and inward. If the pressure of the femur on the pelvis 
acted upward and outward, that of the pelvis on the femur must 
act downward and inward. The fact was that, since the sacrum 
acted as a beam, the body weight was transmitted to the femora 
in a vertical direction, and the reaction of the femora to this 
weight acted vertically upwards. This could be proved by a 
consideration of the equilibrium of the leg. The reaction to the 
body weight in standing exercised by the ground upon the leg, 
apart from any small effect due to friction, must act vertically 
upward. Hence the force to which this is the reaction must be 
transmitted in a vertical line from the pelvis to the head of the 
femora. Besides this there was an inward pressure of the femur 
upon the pelvis, and a corresponding outward pressure of the 
pelvis upon the femur, due to the horizontal component of the 
action of the muscles which run obliquely between the two. He 
agreed with the paper of Dr. Ghampneys on the effect of the 
pressure of the femora, which the author had quoted, and had 
always endeavoured to teach similar views, but he was inclined 
to accuse the author of misinterpreting that paper. Since the 
vertical line of action of the reaction to the body weight 
transmitted to the acetabula, projected on a plane parallel to the 
brim, fell outside the sacro-iliac joint, it tended to rotate the 
anterior part of the innominate bone outward upon that joint as 
a hinge. This outward leverage at the acetabula might be called 
an *' outward thrust," as it was b^ Dr. Champneys, but it was 
not a force and could not be subjected to the parallelogram of 
forces, as the authpr appeared to subject it. He therefore did 
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not attach importance to tke angles measured hj the author, and 
thought that the important point was the relative length of the 
arms into which the sacral beam was divided by the line of 
incidence of the body weight. Nor could he agree with the 
author, nor with Dr. Ghampnejs, if he held that view, that on 
the whole outward thrust at the acetabula predominated. It 
was impossible to calculate a priori whether the outward 
leyerage, due to the reaction to body weight, or the inward 
pressure and leverage due to muscular action would predominate. 
But he thought that a study of different pelves proved that, on 
the whole, and including the effects of lying on the side, the 
inward thrust predominated. This was shown especially by two 
forms of pelvis, that of congenital absence of legs, and that of 
the so-called congenital dislocation of the femora. In both 
these the action of the femora at the acetabula was wanting, 
and, in both, the pelvis was relatively wider than normtd. 
Again, if rickets produced deformity later in life than usual, so 
that the child was standing and walking much, instead of gene- 
rally sitting, the result was often not the usual flattened and 
relatively broad rachitic pelvis. If the bones were moderately 
softened, the generally contracted rachitic pelvis was produced ; 
if they were greatly softened, the triradiate rachitic, or pseudo- 
malacosteon pelvis. In both these the effect of inward thrust 
at the acetabula was shown. The same was manifest also in the 
malacosteon pelvis. He agreed, however, with the author in 
one thing, namely, that the obliquity of Naegele's pelvis could 
be accounted for by other causes besides the ankylosis itself, 
and he thought that the deficiency of the sacral wing had pro- 
bably greater influence than the ankylosis in producing it. 
Certain forces acted in a similar way in all the three chief forms 
of oblique pelvis, namely, Naegele's pelvis, the scoliotic pelvis, 
and the oblique pelvis from disease of one leg. If for any 
reason the acetabulum and the tuber ischii were displaced 
inwards in reference to the sacro-iliac joint, the fulcrum of the 
lever, the outward leverage of the reactions to the body weisht, 
was diminished both in sitting and standing, because their line 
of action did not fall so much outside the sacro-iliac joint as 
usual. The forces causing inward displacement were therefore 
less resisted, and this effect was progressive as displacement 
increased, the forces causing obliquity acting with continuously 
increasing effect. In the case of Naegele's pelvis, setting aside 
the effect of the ankylosis, the initial cause of displacement was 
over-action of the muscles on the overweighted side, and conse- 
quent increase of inward pressure at the acetabulum. But 
while he thought that the general obliquity of Naegele's pelvis 
could be accounted for, even without the direct effect of the 
ankylosis, yet there was one peculiarity of its shape, which he 
Qonsider^ was still one pf the most striking proofs, of the t^ruth 
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of the theory bo ably adrocated by Dr. Matthews Duncan as to 
the effect of the leverage exercised by the posterior sacro-iliac 
ligaments in the development of the peMsT If a pelyi. were 
rendered oblique by excess of inward thrust at one acetabulum, 
the part of the ilio-pectineal line near the posterior end of the 
longer oblique diameter would naturally become more curved, 
just as flattening a ring by pressure in one diameter would 
increase its curvature near the ends of a diameter perpendicular 
to the first. This was the case both in the scoliotic pelvis and 
in the oblique pelvis from disease of one leg. It was well shown 
in a pelvis of the latter kind figured dv Dr. Tyler Smith 
('Manual of Obstetrics/ Fig. 149), in which there is ankylosis 
of one hip-joint, and consequent atrophy of that side of the 
pelvis, the patient having evidently walkea with the opposite leg 
and a crutch. In Naegele's oblique pelvis precisely the opposite 
was the case. The ilio-pectineal line, near the posterior end of 
the longer oblique diameter, instead of being more curved than 
usual, and more curved than on the opposite side, was almost 
perfectly straight. He could not conceive any other explana- 
tion for this difference except that, owin^ to tne ankylosis, the 
leverage on the innominate bone exercised by the posterior 
sacro-Siac ligaments, and consequent bending of the bone, have 
failed. 

Dr. Matthews Dukcan said it was comparatively easy when 
he first studied the mechanism of the pelvis, to maike out new 
points which were now undisputed, but the numerous recent 
and conflicting memoirs on the subject showed that progpress now 
in this department of science was beset with great difiSculties. 
He was himself indebted to Ghampneys' work, particularly as 
correcting his former view of the direction of the upward push 
of the head of the femur in standing. Champneys »iowed that 
this pressure, as unaffected by the action of the adductors, was 
not upwards and inwards. The ultimate result, as G-alabin 
pointed out, of the pressure as modified by the adductors, was 
upwards and inwards. The paper of Dr. Herman was a good 
contribution to this subject, and the great speech or criticism by 
Dr. Galabin, which he hoped to see fully reported. He (Dr. 
Matthews Duncan) would not venture on a criticism on so diffi- 
cult and complicated a matter at present ; but when the whole 
was in print, there would no doubt be further work on the sub- 
ject by himself or others. He would say in passing that he re- 
garded the Naegele pelvis as rather a malformation than as a de- 
formity, the result of disease. It was a congenital malformation 
and might arise from deficiency of ossific centres. It was most 
important in this study to confine, as far as may be, and at 
present, the discussion to the normal pelvis and its modifications 
in the pelves of Naegele and of Bobert. When you introduced 
ibto the discussion the scoliotic^ the rachitic^ the malacosteoQ 
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pelves, you plunged into a complex mass of difficulties which it was 
nopeless to solve till the Naegele or Eobert pelves were explained. 
The obliquely contracted and the transversely contracted pelves 
were distinct, well-marked, uniform deformities, about which 
there was unanimity as to shape, as to congenital character, as to 
absence of bone disease ; so that the differences from the normal 
pelvis were few and agreed upon. He (Dr. Matthews Duncan) 
was still inclined to the belief that the absence of one or of both 
sacro-iliac joints was the great factor in the deformity. He 
thought the peculiar shapes of these pelves and the hypoplasia of 
bones was owing to this absence of joints. In the other morbid 
pelves to which he had alluded there were several other factors 
of cardinal importance and whose influence it was difficult to 
ascertain and to weigh. Of these were age of appearance of 
disease, occupation of patient, disease of bone, duration of dis- 
ease of bone, nature and extent of the disease so far as these had 
bearings on mechanism. Scientific progress was to be got by 
settling first the problems of the normal, the Naegele, the Sobert 
pelves. He congratulated the Society on the interest it had 
taken in Dr. Herman's valuable and purely scientific paper. 

Dr. Champneys said that Dr. Herman's interesting paper 
had not succeeded, to his mind, in finally settling the question as 
to the essential cause of deformity in the N'aegele pelvis. The 
whole subject of pelvic deformity was a most difficult one, and 
the forces modifying the shape of the pelvis were far from being 
settled, a few great facts only being finally established. In proof 
of this, he need only refer to the fact that only some two years 
ago he had endeavoured, and he hoped succeeded, in refuting the 
assertion, hitherto accepted, that the force of gravity pressed the 
heads of the femora upwards and inwards, in a paper already 
alluded to by Drs. Duncan, Herman and G-alabin. The first point 
he would notice in Dr. Herman's paper was the statement that 
ankylosis of the sacro-iliac joint cannot prevent bending of the 
innominate bone. He could conceive that, besides the objection 
brought against this statement by Dr. Galabin, another might be 
urged, namely, that in Dr. Herman's Fig. 1 the ankylosis of the 
beam e r to the block a b o s might quite conceivably impede the 
bending of e f. Suppose these to be represented by pieces of 
wood, he was not prepared to admit that it would make no differ- 
ence whether the oeam e f was or was not glued to the block 
A B CD. The second statement he would question was that the 
bones of the Naegele pelvis retain their power of growing into 
their proper shape. He was prepared to admit that they were 
not softened ; but we must also remember the possible influence 
of ankylosis (abolition of action) of a joint on the nutrition of 
its component bones. In the pelvis of a child, in which disease 
of one sacro-iliac joint had produced oblique deformity of the 
pelvis, which he had brought before the Society in a paper sopie 



O^ THE OBLIQUE PELVIS OF NAEGStl. 29 

three years ago, the whole of the tide of the taerum down to the 
coccyx, on the side of the ankylosis, was markedly dwarfed. The 
above answer also serves for part of a statement further on, that 
the Naegele pelvis has nothing to do with alterations of the 
blood supply, nor with non-use of one side. As regards the 
latter half of the above statement, whatever disorders the equal 
balance of the ''couple of forces" produced by the downward 
pressure of the body weight at the sacro-iliac joint, and the up- 
ward counter-pressure of the heads of the femora (which nor- 
mally falls outside the line of action of the body weight) on each 
side tends to a progressively increasing disorder of the balance 
of the two sides, as Dr. Ghalabin has just remarked, and as he 
had himself set forth in the paper alluded to. Moreover, as he 
had there explained, the over-weighted side is naturally the side 
of the greater muscular action, including increased pressure of 
the femora, and increased muscular, and therefore osseous nutri- 
tion. To Dr. Galabin, and also to Dr. Herman, he would say 
that in that paper he endeavoured to prove : (1) That the action 
of gravity 9»tM^ tend to evert the distal end of the iliac beam 
(this being directly contrary to the accepted view) ; (2) that the 
'* inward pressure of the femora," which undoubtedly existed in 
the malacosteon and other pelves, could not be due to this action, 
but could only be accounted for by the action of muscles. As 
to the question whether outward or inward thrust at the ace- 
tabula predominated on the whole, he was not yet prepared 
either to agree or disagree with Dr. Galabin's view that on the 
whole inward pressure predominated. Dr. Gttlabin's explanation 
with reference to the date and the amount of the softening of 
the bones was no doubt adequate to account for the different 
kinds of deformity in rickets, but he did not know how far actual 
observations of the subjects of such deformities had been made. 
No doubt, however, in a softened pelvis inward pressure eventually 
predominated, but he thought more than one explanation possible. 
With Dr. Galabin's remarks as to the disordered action of 
'* couples *' acting either through the acetabula or tubera ischia, 
and as to the cause of the straightness of the linea innominata 
in the Naegele as opposed to the scoliotic pelvis, he was in entire 
agreement; he had already advocated these views in papers 
before the Society and elsewhere. (' Edin. Med. Journ.,' Sep- 
tember, 1880 ; ' Obstet. Trans.' for 1882, p. 205.) 

Dr. W. GI-BI77ITH stated that he differed with Dr. Herman with 
regard to the relative importance of the two questions raised by 
him ; namely, the primary malformation at the sacro-iliac joint, 
and the secondary changes (if they were secondary) during the 
further growth of the pelvis, such as the flattening of the 
affected side ; for he held that all theories on the second question 
were merely guesswork until the first question was decided, and 
if the changes which were supposed to be secondary were in 
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reality primary and intra-uterine, all the theories proposed with 
regard to them would fall to the ground. It is generally held, 
and on good grounds, that the sacro-iliac synostosis is congenital, 
hut a case hearing on the possibility of its being acquired is 
recorded in the twentieth volume of the ' Dub. Med. Journal' 
1855. The patient was delivered in the Botunda ; a drawing, of 
the pelvis is given, and it is described by Dr. Sinclair as exactly 
corresponding to the description then recently published by 
Naegele. Over the affected sacro-iliac joint was a scar, and on 
inquiry being made, the patient's mother stated that as a child 
she had long been laid up with an abscess at that part, following 
puncture at that spot with a large needle, in infancy, and since 
that time she had been lame. Dr. Griffith had written to 
Dublin to inquire if the specimen still existed, but had not heard 
anything of it. The specimen may be one of very great impor- 
tance, and if it can be found, and on further examination it 
bears out the above statements, it would go far to prove the 
possibility of the condition being acquired, though the possibility 
of coincidences must be borne in mmd. Dr. Griffith had lately 
been examining four pelves from cases of ectopia vesicsB, in 
which the symphysis pubis was congenitally absent, and the 
contradictions present in the different specimens made it very 
difficult to assign causes to the phenomena present. For 
instance, in two of them, one from an infant and the other from 
an adult male, the sides of the pelvis maintained nearly their 
normal curvature, but in two others, of an infant and an adult 
female, the sides were straight. Conditions such as these are 
of the highest importance in considering the effects of pressure 
in abnormaUy developed pelves. It is also a remarkiu)le fact 
that in many cases of extreme scoliosis of the spine there is 
little or no obliquity of the sacrum and pelvis. There was one 
point on which Dr. Herman and all the previous speakers 
seemed to agree, but which appeared to Dr. (Griffith to require 
reconsideration ; it was, that the flattening of the side of the 
pelvis was due to the inward pressure of the femur, and that this 
inward pressure increased in potentiality with the giving of the 
side of the pelvis. How is it then, he would ask, that this 
inward pressure ceased to produce any further deformity at 
the very time when it was able to act with the greatest effect, 
namelj^> when it was applied, not to the apex of an arch, but to 
the middle of a flattened sunken arch P Dr. Griffith believed 
that the flattening was part of the original congenital deformity, 
and mentioned that a perfect specimen of the Naegele pelvis 
had been obtained from the post-mortem room at St. Bartholo- 
mew's Hospital that day. 

Dr. HsBMAK, in repl^, said he would admit that, so far as 
regarded the part of the mnominate bone behind the sacro-iliac 
synchondrosis, between it and the attachment of the posterior 
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sacro-iliac ligaments, the fact of ankylosis might be expected to 
produce some difference. But he did not know that the Naegele 
pelvis exhibited any peculiarity in the shape of this part of the 
bone. He did not think that the fact of ankylosis of the sacro- 
iliac joint would affect the shape of the part of the ilium between 
that joint and the acetabulum. The leverage action by which 
the assumed effect of ankylosis was explained he did not think 
existed. He did not, however, hold Duncan's theory of the 
Naegele pelvis to be inadequate merely because he (Dr. Herman) 
failed to understand the effects attributed to ankylosis by Dra. 
Duncan and G-alabin; but on the broader grounds, that 
ankylosis was met with without this deformity, and that the 
deformity existed without ankylosis when the sacrum was narrow 
on one side; and that in these latter cases the degree of the 
oblique deformity was proportionate to the degree of lateral 
dwarfing of the sacrum. He regretted that in some parts of his 
paper he should have spoken of the outward pressure of the 
femora in a way to give nse to misunderstanding. He had used 
this language in places for the sake of brevity, meaning by it 
the tendency of the pressure of the femur to move the aceta- 
bulum upwards and outwards. Dr. Oalabin, in his description 
of the equilibrium of standing, left out of consideration the 
anterior part of the pelvic ring, and argued that the outward 
pressure of the pelvis upon the femur must be met by a corre- 
sponding inward pressure of the femur upon the pelvis. This 
would be a necessity if there were no anterior pelvic ring. But 
Dr. Herman believed that the effect of the pressure of the 
femora upon the pelvis was to carry the acetabula outward, and 
that the inward force necessary to counteract this tendency and 
maintain equilibrium was supplied by the anterior part of the 
pelvic ring, viz. the pubic bones and their symphysis. When 
the symphysis was divided, pressure of the femora upwards did 
carry the acetabula out. While the femora tended to carry the 
acetabula upwards and outwards, the anterior pelvic arch, like a 
tie beam, pulled downwards and inwards. The resultant of 
these forces acted along the iliac beam ; and it was this resultant 
which he had subjected to the parallelogram of forces. He 
differed both from Dr. Galabin and Dr. Ohampneys in that he 
held that no comparison could be properly drawn between the 
scoliotic or the malacosteon pelvis and the Naegele ; for in the 
two former pelves the bones were softened, in the latter they 
were not. This was an essential difference ; for when the bones 
were soft and yielded to pressure, the incidence of forces was 
altered, and the problem of the shape of each pelvis became an 
exceedingly complex one. The Naegele pelvis was a compara- 
tively simple one, for the complex variations in shape produced 
by the yielding of the bones were absent. Hence the advantage 
of stuaying it. The pelvis figured by Dr. Tyler Smith, and 
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referred to by Dr. Ghilabin, was a complex one, for not only was 
there in it hip disease, but the ischium was absent. He would 
not go so far as to say, in opposition to Dr. Champneys, that 
there were no differences whatever, as to use of the limb and 
vascular supply, between the two sides of the Naegele pelvis ; 
but such diTOrenoes as there might be were quite insignificant. 
Naegele said that the patients from whom these pelves were 
taken were not lame, and were quite unaware of ever having had 
anything the matter with them, which was inconsistent with 
any great difference in the points mentioned. He was glad to 
find that Dr. Galabin agreed with him so far as this, that he held 
the deficient breadth of the sacrum to have greater influence 
than the ankylosis. 
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A CASE OF GASTEOTOMY FOR EXTRA-UTERINE 
GESTATION IN WHICH THE PLACENTA 
NEVER CAME AWAY. 

By Jambs Braithwaitb, M.D., 

OBSTSTBIC PHYSICIAN TO THB LEXDfl aXNBBAL DTPIBKABT, ASD LIOTirBBB 
ON eYNACOLOGT AT THB T0BK8HIBB OOLLBQB. 

In December, 1884, I performed gastrotomy for the 
removal of a full-grown foetus which had been dead aboat 
three weeks. 

It turned out to be qaite free in the abdominal cavity, 
except that a fine transparent membrane appeared to shut 
oS the intestines above, from the foetus below ; there was, 
however, nothing of the kind visible in the lower part of 
the abdominal cavity. 

The large placenta fitted on the top of the uterus like 
a cap, and was spread out on its posterior surface and the 
neighbouring parts. The woand was closed except at its 
lower angle, where the funis was left hanging out, and 
also a drainage-tube. The operation was done aseptically, 
and with the able assistance of Dr. Hogg, the patient's 
medical attendant, and at her own house. The recovery 
was perfect, but rather slow. The curious and I believe 
unique point in the case was that the placenta never came 
away, except a morsel about twenty grains in weight, 
which protruded at the upper angle of the wound on the 
sixth day. 

I should not have thought the case worth bringing 
before you but for this circumstance. The placenta must 
have been slowly absorbed, but I can find no record of 
such an occurrence in any previous case. The patient is 
at the present time in perfectly good health. 

VOL. xxvui. 3 
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In two other cases of the same operation which I have 
had^ the placenta came away black and semi-putrid : in 
one^ with the cyst in which the child was contained^ and 
which appeared to me to be formed by the expanded broad 
ligament of one side. This case was probably originally 
tubal, rupture occurring at the inferior margin of the 
tube, letting the child down between the walls of the 
broad ligament. 

In the other case the placenta was attached to the 
abdominal walls, and its removal had to be effected, or 
assisted, by the finger several weeks after the operation. 

Mr. Kkowslbt TnoBirroir said that if the placenta had really 
been absorbed by the peritoneum, it was one of the most remark- 
able pathological facts ever recorded, but he would like Dr. 
Braithwaite to be asked whether there was not some mass repre- 
senting the atrophied and changed placenta still to be detected. 
He had frequently pointed out what a wonderful power of ab- 
sorption the peritoneum possessed, if only the material to be dis- 
posed of was presented to it in a healthy state, and free from 
putrefaction, and he had even ventured to call it a good " scaven- 
ger," but certainly the eating up of such an organ as the 
placenta passed his expectations. If proved to be an actual fact 
it was as interesting physiologically as pathologically, for it could 
not be doubted that the removal of the child and consequent 
changes in the condition of the mother had caused it to atrophy 
as other organs did when their function ended, and hence ren- 
dered its absorption more easy. He had himself shown a placenta 
to the Society undergoing very curious changes, after the death 
of the foetus, in a case of extra-uterine fcetation upon which he had 
operated, but these changes suggested rather that the placenta 
would have been represented by a considerable mass of fibrous 
tissue if it had not been removed. 

Dr. Bbaxton Hicks remarked that, whether the placenta in 
this case were absorbed or encysted, the fact was of much prac- 
tical importance ; indeed for some time he had thought that 
in cases where there was no tendency to decomposition, if the 
operation were done under antiseptic treatment, it would be 
best to close the wound with a drainage-tube as in this case. 
Unfortunately this is not so often the ease as the contrary, for 
in six cases he had operated on, in four putridity had already 
occurred. 

Dr. Champitbys thought that all that Dr. Braithwaite meant was 
that the placenta had not come away. In this respect the head- 
ing of his paper was more accurate and cautious than his descrip- 



GASTBOTOMT FOB ESTBA-UTBBINB GESTATION. 85 

tion. The placenta might have remained and grown, or at least 
not disappeared. He intended, if occasion arose, to try and peel 
off the amnion and then wash out the vessels of the mnis with 
boroglyceride, which would tend to prevent sepsis, and would bo 
harmless if absorbed. 

Dr. Obaily Hewitt believed that the placenta of an extra- 
uterine pregnancy might come to disappear as in Dr. Braithwaite's 
case. It is well known that the vascular connection of the pla- 
centa with the adjacent parts is a very intimate one, as shown 
by the almost universal opinion as to the dangerous hsmorrhage 
likely to be produced by its removal in such cases. Probably 
the placenta would gradually shrink up and be for the most part 
absorbed. 

Addendum. — On February 19th this patient was ex- 
amined bimanually by Dr. Braithwaite, and no trace of 
the placenta could be detected, except a small ring of 
dense tissue situated behind the fundus uteri and about 
half an inch from it. There was not a trace of placenta 
on the roof of the vagina and posterior surface of the 
uterus^ where it had been attached* 



ANNUAL MEETINa. 

February 8rd, 1886. 

J. B. Potter, M.D., President, in the Chair. 

Present— 86 Fellows and 6 visitors. 

The President declared the ballot open for one hour, 
and appointed Dr. Lowers and Mr. G. H. W. Thomas as 

Scrutineers. 

Daniel Herbert Bastable, L.K.Q.C.P. ; and Harvey K. 
Bradbury, were admitted Fellows of the Society. 

Thomas Boyle, M.R.O.S. (Torquay) ; Edgar T. Under- 
hill, M.B. Bdin. (Tipton) ; and Samuel G. Milner, M.R.O.S. 
(Norwood), were declared admitted. 

The following gentlemen were elected Fellows of the 
Society : — William Joseph Cross, M.B. (Victoria) ; and 
Lewis Jones, M.D. (Balham). 

The following gentlemen were proposed for election : — 
William Profit Dukes, L.R.O.P. Ed., L.M. ; Henry Trotter 
Rutherford, B.A, M.B. Cantab.; and Patrick Watson 
Williams, M.R.C.S. (Clifton). 
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SARCOMA OP VAGINA AND UTERUS. SECON- 
DARY DEPOSITS IN LUNGS. 

By Dr. W. Griffith. 

Db. W. Griffith showed a specimen of round-celled 
sarcoma of the f andas nteri^ from a woman who presented 
the symptoms and signs of a fibroid of the uterus^ and was 
admitted nnder Dr. Matthews Dancan^s care^ to have a 
small growth of the anterior wall of the vagina (of the same 
nature), immediately above the urethral orifice, removed. 
This was done, and a few days after severe dyspnoea came 
on and the patient died. The tumour, which was the size 
of a large orange, occupied the fundus uteri and consisted of 
round-celled infiltration of its muscular wall. The lungs 
were studded with secondary nodules. 

Dr. Griffith thought that the condition of the lungs, 
which had not before given rise to any symptoms, was a 
most important factor in regard to the operation of hyster- 
ectomy for these cases. 



PUNGATING PAPILLOMATA OF BOTH OVARIES. 

By J. Knowslby Thornton. 

These papillomatous ovaries were removed from a 
patient aged 53, at the Samaritan Hospital yesterday morn- 
ing, and I bring them before the Society in their fresh 
condition because they are comparatively rare specimens. 

Papilloma is very common in ovarian cysts, and in 
certain broad ligament cysts, but it is comparatively rare in 
this fungating form. Usually it remains as a growth from 
the interior of the cysts ; in this case it has either started 
on the surface of the ovaries, or^ starting in the cysts 
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wHile they are still very small^ Has rapidly made its way 
througli their walls and spread over their exterior and 
also infected neighbouring peritoneal surfaces. Six months 
ago, the patient first noticed a slight swelling in the right 
groin ; this soon gave her pain when walking. Then her 
clothes became too tight, and enlargement was more rapid, 
with swelling of feet and legs, and very marked emaci- 
ation. 

The patient has a bad family history, with cancer on 
both father's and mother^s sides. 

On opening the abdomen, through a thickened and 
vascular peritoneum, much glairy fluid escaped, and these 
tumours came into view. There was an infection-growth of 
some size on the back of the uterus, which I destroyed with 
Paquelin's cautery, but considering the character of these 
growths there was remarkably little infection of peritoneal 
surfaces, and I am in hopes that it may turn out to be 
that kind of papilloma which is destroyed by removal of 
the ovaries, and the slight irritation set up by sponging, 
&c. I am now watching two cases in which very exten- 
sive papillomatous disease of the peritoneum, starting from 
the ovaries, has entirely disappeared. In the one case 
(^ Pathological Transactions,' vol. xxviii, pp. 189 — 195) the 
cyst ruptured and the infection began while the patient 
was under my care ; double ovariotomy and careful spong- 
ing have resulted in a cure which has lasted nine years, 
and careful examination shows that the very extensive 
disease of the peritoneum has disappeared. In the other 
case I merely explored and emptied out the fluid, and 
the cure must, I think, be regarded as spontaneous. 

These exceptional and remarkable cases must not, how- 
ever, make us shut our eyes to the facts that papilloma is 
especially common in broad ligament cysts, that tapping 
such cysts frequently causes its diffusion over the peri- 
toneum, and that the majority of cases which get papilloma 
of the peritoneum, whether from tapping, from rupture 
of cysts, or from the papilloma growing through the 
cyst wall, die of what is clinically cancer of the peritoneum. 
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Hence it is bad practice to tap .these cases^ and when they 
can be diagnosed they should be removed at once, with 
great care, to avoid any fouling of the peritoneum with 
their contents. The patient from whom these fungating 
tumours were removed on Feb. 2nd has made a good 
and uninterrupted recovery. Her future history will be 
reported to the Society. 

Mr. DoBAK stated that Mr. Thornton's case suggested many 
considerations which should never be overlooked. In the first 
place, whenever an ovarian tumour is suspected, an operation 
cannot be performed too soon. When the tumour is small it 
can easily be removed, whether unilocular, multilocular, glan- 
dular, papillomatous, or even malignant. If it be allowed to 
grow large innumerable complications may arise, rendering 
operation unjustifiable, whilst the patient must be left to her 
fate. Thus a papillomatous tumour is particularly easy to 
remove whilst it is small, but it chiefly involves the hilum of the 
ovary and therefore tends to invade the broad ligament; the 
tumour then becomes sessile and exceedingly di£Bicult to extir- 
pate ; besides, its contents ultimately extend beyond its capsule, 
as in Mr. Thornton's case, and invade the peritoneum. Secondly, 
a suspected ovarian cyst, or broad ligament cyst, should never 
be tapped with a view to cure without operation. An explora- 
tory incision is a most harmless proceeding under ordinary 
precautions, and the removal of a simple broad ligament cyst is 
very easy. If tapping be preferred, it often fails to cure; 
besides, a considerable proportion of broad ligament cysts 
contain papillomatous growths (especially if they be truly par- 
ovarian), and paracentesis causes these growths to be scattered 
over the peritoneum. For true ovarian cysts of any kind, 
tapping is always worse than useless. 

Dr. Matthews Duncan regarded tapping as the best treat- 
ment in cases of simple parovarian cyst. It involved less 
danger than extirpation and was often successful. The extir- 
pation of small papillomatous ovaries involved many difiBlculties. 
He would only say, in regard to a case mentioned, that he did 
not believe any operation could cure where the malignant 
disease had extended to several different parts of the peri- 
toneum. 

Mr. DoBAN wished it to be understood that he had spoken 
upon clinical as well as pathological evidence. He knew of 
several cases of tapping, followed by rapid infection of the 
peritoneum and, on the other hand, he had found papillomatous 
growths in several "simple broad ligament cysts" successfully 
removed during lifetime. 
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A CASE OF REMOVAL OP BOTH OVARIES 

DURING PREGNANCY. 

By J. Knowsley Thoenton, 

BUBaSOK TO THB BA1CABITAK HOSPITAL. 

On Febraary 4th of this year (1885) I showed aa fresh 
specimens two dermoid oyarian tamonrs which I had 
removed that afternoon from a young married woman who 
was in the fourth month of pregnancy. I now bring a 
complete record of the case to the notice of the Society. 

M. W — , aged 22^ was placed nnder my care by Dr. 
Galabin in January^ 1885. She had married in October^ 
1884^ and menstruated once shortly afterwards, the 
period ceasing on October 16th ; pregnancy followed 
immediately. 

On admission into the Samaritan Hospital on January 
19th the condition was as follows : Complexion dark and 
pale, well nourished, heart, lungs, and kidneys healthy. 
Abdomen uniformly distended and much larger than it 
should be in the fourth month of pregnancy. The greater 
part of the enlargement was evidently due to a large 
fluctuating tumour, but the enlarged uterus could be dis- 
tinctly made out lying in front and rather to the left of 
this tumour. A clear note was obtained in the epigastrium 
and in both flanks. The vagina had a distinct violet 
colour and was bathed with mucus, and the cervix was 
soft. There was a large apparently solid mass in the pouch 
of Douglas behind and to the left of the cervix. There 
was no regular morning sickness, but for the last three 
months she had been frequently sick after meals. 

History, — Has had measles, whooping-cough, scarlet 
fever, and diphtheria. Menstruation began at fourteen 
and was regular up to pregnancy. 
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Family history. — Unimportant. 

About a year before pregnancy she noticed that her 
abdomen was getting larger^ but she suffered no pain or 
inconvenience from it. The enlargement is now very 
rapid^ and there is some pain and tenderness in the abdo- 
men over the uterus. 

Diagnosis. — Ovarian tumour and pregnancy. 

I decided to perform ovariotomy, because after watching 
her for a fortnight I did not think it at all likely that she 
could wait till after delivery. Patients operated upon at 
this period of gestation generally avoid miscarriage and 
recover better than those operated upon a month or six 
weeks later. 

The operation was performed on February 4th, and on 
opening the abdomen I found a free multilocular dermoid 
tumour of the right ovary with its pedicle twisted once 
completely round and much congested. I untwisted it 
and transfixed as far as possible from the uterus, tied in 
two parts and then passed a third ligature round the whole 
pedicle and cut the tumour away, when the stump of 
the pedicle immediately twisted round again into its old 
position. 

Passing my hand down behind the uterus, I found a 
tumour of the left ovary wedged down in the pouch of 
Douglas, and had some difficulty in dislodging it. I 
found that it was also dermoid, and removed it after 
securing its pedicle by the same method, and as far as 
possible from the uterus. 

There was very little sponging necessary, and no 
exposure of intestines or uterus to the spray. My usual 
silk sutures, and dry carbolic gaitze dressing, secured with 
adhesive plaster, were used. The operation occupied three 
quarters of an hour. 

Both tumours were dermoid ; the right and larger one 
had two cavities containing patches of skin with tufts of 
hair, cartilage, bone, and a tooth which opened into one 
another. 

The left side one had a large patch of skin, with hair 
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and cartilage^ and on its outer surface a very fine and 
well- developed true corpus luteum. 

There is but little to record in the after-progress of 
the case. There was some sickness^ but it was over in 
twelve hours. There was no unusual pain. The tem- 
perature rose on the evening of operation to 100°, and 
then rapidly subsided, and was normal on the second 
day ; the quickest pulse was 92. According to my usual 
custom, the chief feeding was by three ounce rectal 
enemata oE nearly cold beef tea, and twenty drops of 
laudanum were given in every other injection (i. 6. every 
six hours) . On the second day the nurse, contrary to my 
orders, gave her some warm tea, and this brought on some 
throbbing in the abdomen, but it quickly passed off again. 
The sutures were removed on the seventh day, when the 
wound was found to be soundly healed by first intention. 
The bowels acted well after enema on the eighth day. 
On the tenth day there was some slight bearing down, 
but it passed off with an increase in the quantity of 
laudanum. On the thirteenth and fourteenth days there 
were large actions from the bowels, and on the seventeenth 
day she got up. On the eighteenth day she complained of 
some throbbing pain in the left side, and on examination 
I found a small tender swelling in the situation of the 
left pedicle. She was kept quiet in bed for a few days 
longer, and went home quite well on the twenty-seventh 
day after operation. The steady enlargement of the 
uterus and of the breasts showed that the pregnancy was 
uninterrupted. 

On June 23rd, without previous warning, labour came 
on rapidly, the child was bom before the doctor arrived, 
and the placenta was soon after expelled. The uterus 
contracted well and there was no haemorrhage. The 
lochia were normal, and she nursed the child and was 
still nursing a fine big boy when she came to me for ex- 
amination on October 20th. 

There is still a little pain in the left side where the left 
pedicle was tender, and on careful vaginal examination X 
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could detect a little hardness there. The uterus is atrophic. 
She is suffering from flushes^ chills^ &c.^ as is common 
after the menopause^ whether naturally or artificially 
produced. 

Remarks. — When showing the tumours on the 4th of 
February^ I said that I believed this was the first case in 
which both ovaries had been removed, together with the 
Fallopian tubes, during pregnancy, and I expressed some 
anxiety as to the result, fearing that the metrostaxis 
which is almost universal after the removal of both ovaries 
and tubes would come on and produce abortion, and I 
was anxious also as to the effect of the double operation 
upon the contractile power and after-involution of the 
uterus. All these fears were happily groundless, and the 
patient is in perfect health, and mother of a fine son. 
There are many points of extreme interest in the case, and 
to these I will briefly refer. 

I should have mentioned that while under observation 
before operation she had several attacks of abdominal 
pain, with sickness, faintness, and slight rise of tempera- 
ture. These were, I have no doubt, due' to the twisted 
pedicle. The way in which the stump twisted again 
immediately the tumour was cut away suggested that its 
position was influenced by the circulation. 

The case illustrates in a remarkable manner the fact, 
which I have often before observed, that very advanced 
cystic disease may be present in both ovaries and men- 
struation remain unaffected. Here, in spite of the left 
ovary being turned into a large dermoid cyst and dis- 
placed to the bottom of the pouch of Douglas, with the 
tube elongated and distorted, ovulation not only con- 
tinued normal but pregnancy took place, and a true 
corpus luteum was formed in the wall of the cyst. This 
may well be bomo in mind in any case in which both 
ovaries are diseased and it is important that the woman 
should bear a child. The least diseased of the two ovaries 
might be treated by emptying the cysts and then left in 
the hope that it might fulfil its function before it again 
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enlarged Bufficiently to render its extirpation impera- 
tive. 

In tlie case under consideration the pedicles were long 
enough to enable me to ligature them at some distance 
from the uterus^ and this I considered of the first impor- 
tance for the avoidance of metrostaxis after the operation. 
I am certain that the more closely the ligatures are applied 
to the proper uterine tissue the more speedy and sure is 
the metrostaxis after operation. 

In regard to the importance which has been given by 
Mr. Tait to the tubes in relation to menstruation^ it might 
be thought that leaving an inch of tube on each side^ as in 
this case^ would have favoured the very thing I was anxious 
to avoid. The result so far proves the correctness of my 
view^ and the fact that the uterus is now atrophic^ like 
that of an old woman after the menopause^ shows that it 
is not the leaving of small portions of tube which vitiates 
these operations when undertaken for the purpose of 
bringing on an artificial menopause. If this patient has 
any return of menstruation I will report it to the Society, 
but I have no fear that such report will ever have to be 
made. 

It is a fact of very great interest that a double opera- 
tion of this kind should have been performed, and that 
the patient should have made such a perfectly smooth 
recovery during pregnancy. I attribute this in great 
measure to the regular use of the opium, which it is still 
my habit to give in all abdominal operations unless spe- 
cially contraindicated. In this case the dose every six 
hours was continued for many days longer than is cus- 
tomary in ordinary cases. 

Whether the operation is in any way responsible for the 
birth taking place at the eighth month, instead of at the 
full term, is a matter of speculation ; there is nothing to 
indicate such influence, and births at this period are 
sufficiently common to make one regard it rather as a 
chance coincidence. 

It appears to me of the greatest interest that gestation 
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to the eighth months an easy natural labour of a healthy 
child^ normal lochial discharge^ normal lactation^ and 
perfect involution of the uterus should have followed the 
removal of both ovaries and tubes. And I cannot but 
think that it is very remarkable that whilst the removal 
of the appendages exercised no perceptible influence on 
the performance of these healthy functions, it has, never- 
theless, when they are completed, rapidly produced that 
atrophic change in the uterus which makes this operation 
so beneficial in certain diseased conditions of that organ, 
and that the patient should, while still suckling her child 
with a full supply of milk, be suffering from the flushes, 
chills, and other symptoms which are associated with 
^' change of life/' 

I have thought it well to place a full record of the case 
before this Society, and I await with much interest the 
views of the Fellows upon the curious physiological and 
pathological problems which it suggests. 



Dr. JoHK Williams said tbat the case was unique and of 
great interest in many ways. In a note he had read before the 
Society in 1884 he had described the involution of the puerperal 
uterus in the absence of the ovaries. In that case the left 
ovary had been removed some years previously, and the right 
was removed soon after labour set in. The course of the process 
of involution might been been affected directly by the inter- 
ference of the operation in this case, but in Mr. Thornton's such 
could not have been the case, for the operation had been 
performed months before the labour set in. He would ask Mr. 
Thornton if any observations had been made on the process of 
involution in his case. 

Dr. EovTH said, interesting as Mr. Thornton's cases were, he 
wished to remark on two points he had raised. First, as to the 
milk secretion. The atrophy of the uterus could not impede 
lactation. For instance, Dr. Livingstone had stated in his 
African work, that the wives of the kings there were not 
allowed to suckle their own children : it was thought deroga- 
tory ; but the child was handed over to the grandmother, who 
was generally an old woman, in whom possibly the catamenial 
function had terminated. By the application of certain plants 
both to the mamm» and pudenda, and by applying the child 
itself to the breast, the secretion of milk returned in the grand- 
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mother's breasts, and she continued thenceforward to act as the 
grandchild's wet nurse. Still more remarkable were those well- 
authenticated cases where negro men among the Americans, and 
Bussian men suckled their children, the mothers not being 
allowed or able to do so. In men there could be certainly no 
question as to the condition, atrophic or otherwise, of a uterus. 
The second point to which he took objection, was the conclusion 
that menstruation depended always upon ovulation. That waa 
still a question subjudicey and facts were accumulating to show 
that menstruation had really very little to do with OTulation. 
This very subject was one now being investigated in another 
Society, and he (Dr. Eouth) thought it would be found that 
however fascinating the theory held hitherto might be, it would 
be found untenable after full inquiry. 

Dr. GronsoK drew attention to the fact that after the removal 
of uterus and ovaries by Porro's operation the patient was able 
to nurse her child as well as after ordinary delivery. 

Dr. Matthews Duncan reminded the Society that Dr. Tyler 
Smith had supported the view that the commencement of labour 
was function of the ovaries. This view waa now rendered almost 
untenable, seeing that, in the case narrated, the process of 
labour went on as usual in the absence of both ovaries. That 
the ovaries were indissolubly connected with menstruation Dr. 
Matthews Duncan had no doubt whatever. 



•Annual Meeting. 

The audited balance-sheet of the Treasurer, Dr. Galabin, 
was read. 

It was proposed by Dr. Playpaib, seconded by Dr. 
Cabteb, and carried nem, con., " That the audited report 
of the Treasurer, just read, be received, adopted, and 
printed in the next volume of the ' Transactions.' '' 
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The report of the Honorary Librarian^ Mr. Knowsley 
Thornton^ was then read. 



Report of the Honorary Librarian, 



€( 



I have the pleasure to report fayonrably to the Society 
as to the state of its Library. It has^ during the past 
year, been more used by the Fellows than in 1884, espe- 
cially for reference. Its value, both as a lending and 
reference Library, has been increased daring 1885, by the 
addition of 128 volumes. Forty -seven volumes (including 
2 vols, of bound pamphlets) have been presented, 28 
volumes (including 1 vol. of bound pamphlets) have been 
purchased, and periodicals make up the remaining 53 
volumes. The total number of volumes in the Library on 
Dec. Slst, 1885, was 8534. The Librarian has called my 
attention to the fact, that the country Fellows generally, 
do not seem to know that they can borrow books from 
the Library, if they pay the carriage both ways. Several 
who were about the resign their Fellowships have recon- 
sidered the matter on having this privilege pointed out to 
them. 

*' A large number of back volumes of the ' Transactions ' 
are still on hand, and can be purchased from the 
Librarian. 

" J. Knowsley Thobnton, 

H(m. lAbraricm.^ 

The adoption of the report of the Hon. Librarian, Mr. 
Kiiowsley Thornton, moved by Dr. Godson, and seconded 
by Dr. Hobbooks, was carried unanimously. 



The report of the Chairman of the Board for the 
Examination of Midwives (Dr. John Williams) was then 
read. 
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Report of the Ohairman of the Board for the Examination 

of Midwives. 

'' The work of the Board for the Examination of Midwives 
continues to increase from year to year^ and the number 
of candidates for the diploma of the Society^ which five 
years ago was 12 only^ was in the past year 82. Of these 
68 satisfied the Examiners and 14 failed. Although about 
one sixth of the number who present themselves at the 
examination do not pass^ yet the Board is glad to be able 
to report that those who succeed are each year generally 
better educated as well as better trained in their profes- 
sional duties. 

" John Williams, 

Chairmoun.*^ 

The reception of the report of the Chairman of the 
Board for the Examination of Midwives (Dr. John 
Williams), and a vote of thanks to Dr. John Williams, 
were proposed by Dr. Matthews Duncan, seconded by Dr. 
Mauns, and carried with applause. 

Dr. Malins, in seconding the proposition of Dr. 
Matthews Duncan, said that he thought that in the work 
alluded to, two features were necessary for its successful 
accomplishment, — aptitude and time. No one could be 
better qualified than Dr. John Williams as regards the 
former, while the Society also was under a great obligation 
to him for the amount of valuable time he placed at their 
disposal in this service. 



The Scrutineers retired, and on their return the President 
declared the result of the ballot for officers and Council for 
the ensuing year^ 

Honorary President. — ^Arthur Parre, M.D., P.R.S. 
President. — John Baptiste Potter, M.D. 
Vice-Presidents. — James Watt Black, M.D. ; Peter Lod- 
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wick Burchell, M.B.-; Charles James CuUingworth, M.D. 
(Manchester) ; William Henry Day, M.D. ; George Ernest 
Herman^ M.B. ; Edward Malins, M.D. (Birmingham) . 

Treasurer. — ^Alfred Lewis Gralabin^ M.A., M.D. 

Chairman of the Board for the Examination of Midwives. 
— John Williams, M.D. 

Honorary Secretaries. — Francis Henry Champneys, 
M.A., M.B. ; John Knowsley Thornton, M.B., CM. 

Honorary Librarian. — Percy Boulton, M.D. 

Other Members of Council. — Frank Argles ; Rayner W. 
Batten, M.D. (Gloucester) ; Edward Burd, M.D. (Shrews- 
bury) j J. Matthews Duncan, M.D., F.E.S. ; William A. 
Duncan, M.D. ; Arthur Guy Elkington (Surgeon-Major) ; 
Alfred Thomas Gibbings, M.D. ; John T. Griffith, M.D. ; 
Walter S. A. Griffith, M.B. ; Frederick B. Hallowes (Red- 
hill) ; Peter Horrocks, M.D. ; Evan Jones (Aberdare) ; 
Alfred Edward Aust Lawrence, M.D. (Bristol) ; William 
Appleton Meredith, M.B., CM. ; Arthur Roper ; Amand 
J. McC Routh, M.D. ; Edward W. Tait ; James Hopkins 
Walters (Reading). 



The Pbesident then delivered the Annual Address. 
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ANNUAL ADDRESS. 

Gentlemen, — It is the duty of the President at the 
commencement of a new Session to give some account of 
the Society during the past year, a brief retrospect of 
work done, or attempted, and a short memorial of those 
who have passed away. 

I have first to congratulate the Society on another year 
of prosperity, — I might say of calm prosperity. This has 
been continuous from its foundation, and the Society is 
still sought as representing the great field of obstetrics in 
its widest interpretation. 

Our finances are in a most satisfactory condition, as 
shown by the Treasurer's report. Our numbers keep up, 
and although during the year our losses from death, resig- 
nation, and erasure amount to 49, we still reach the re- 
spectable total of 702, 29 new members haying been elected 
during the year. 

Our Library continues to increase at a steady rate, the 
present number of volumes being 3534, and we have the 
satisfaction of feeling that in our present premises we 
shall not be pressed for space for some years to come. 
The rooms are well used, but the advantage of them as a 
meeting place, especially for country Fellows, to see the 
medical periodicals, write a letter, or meet a friend, is 
still not as fully appreciated as it might be. 

Our Midwifery Board continues its useful work, and 
during the year the number of candidates for the diploma 
rose to 82, of whom 68 were found qualified to receive it, 
the whole number on our register now being 815. 

The attendance at our meetings has been extremely 
good, and the papers and discussions of even more than 
usual interest. To give a summary of these I consider 
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would be out of place here. You will shortly Have in your 
hands the volume of ' Transactions^' and this will be the 
best practical proof of the value of the work done. I 
may say that the volume will be an extremely handsome 
one^ on account of the number of beautifal illustrations 
contained in it. I cannot refrain^ however^ from noticing 
some of the papers^ especially an interesting one by Dr. 
William Duncan^ which was read at the January meetings 
on " Extirpation of the Entire Uterus. '^ The paper was a 
very complete and exhaustive one, and of special value from 
the careful tables of statistics which it contained. It 
gave rise to a lively discussion, which occupied a great 
part of two meetings. Although the general feeling of 
the speakers was against the performance of the operation 
in cases of malignant disease, particularly when limited 
to the cervix, still, in face of so terrible a malady, and 
where the body of the uterus is affected, the operation 
may be still held to be suh judice. 

A very interesting paper by Dr. John Williams was read 
at the April meeting, on the " Circulation in the Uterus, 
with some of its Anatomical and Pathological Bearings/' 
It forms another contribution to the interesting but still 
obscure subject of the cause of the symptoms in cases of 
uterine displacement. 

We have had during the year three papers from the 
pen of Dr. Matthews Duncan, all referring to the so-called 
'^ Lupus of the Female Generative Organs.'' This disease 
has hitherto been little more than mentioned in our text- 
books, and these papers, giving a careful and accurate de- 
scription of the disease, and accompanied as they are by 
beautiful coloured drawings from the actual cases, will give 
a great impetus to the study of the subject, and form 
a most important addition to our knowledge. 

The Society is also much indebted to Dr. Thin for his 
valuable contribution to its histology. 

Another interesting paper was that of Dr. John Williams 
on '^ Serous Perimetritis," and the value of his paper was 
enhanced by the careful autopsy in one of the cases. Of 
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the same class was the paper read by Dr. Herman on the 
^' Suppuration and Discharge of Pelvic Dermoid Cysts/* in 
which, among other suggestions, he advocated the more 
frequent exploration of the bladder by incision in prefer- 
ence to urethral dilation. 

Dr. Priestley's paper, entitled, "Notes of a Visit to some 
of the Lying-in Hospitals in the North of Europe, and 
particularly on the Advantages of the Antiseptic System in 
Obstetric Practice,'' led to an animated discussion, in the 
course of which it was elicited that the results in our 
lying-in hospitals at the present time may be said to be 
truly splendid, a mortality of about half per cent., or five in 
the thousand, competing well with the numbers in ordinary 
private practice, where the mortality has been roughly 
estimated at about 1 in 120. The question as to how far 
the antiseptic system could be conveniently carried out in 
ordinary obstetric practice was discussed at some length, 
and the subject was by no means exhausted. The dis- 
cussion would have been prolonged but for want of time, 
and might be revived again at no distant date with 
advantage. 

Lastly, I may mention a carefully recorded '' Case of 
Spurious Labour," which was related by Mr. Roxburgh 
Fuller at the December meeting. 

While on the subject of the ' Transactions,' I may say 
that it has long been felt as an injustice to the authors of 
papers that so long a time should elapse between reading 
and publication. Thus a paper which has been read in the 
January of one year does not appear until the volume 
of ' Transactions ' which comes out in the spring of the 
following one. This subject has been seriously considered 
by the Council, and they have arranged for the publication 
of the ' Transactions ' at more frequent intervals for the 
convenience of those Fellows who would prefer to have 
them in this form. This will not interfere with the usual 
annual volume, which will still be issued at the end of the 
session. 

One painful matter has occurred during the year, which 
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has marred the otherwise perfect harmony of oar proceed- 
ings. I refer to the position taken by one of our Fellows^ 
Dr. Heywood Smithy in the notorious Armstrong case. 
As I explained at the time^ the Council took the matter 
into their anxious consideration^ and came to the con- 
clusion ultimately that they were not justified in recom- 
mending the Society to put in force the rule which 
provides for the removal of the name of a Fellow. The 
College of Physicians^ who also carefully considered the 
case^ came to the conclusion that a severe censure should 
be passed^ and this was done by the President. In the per- 
formance of this duty he took the opportunity of making 
some general remarks on the course that should be adopted 
in the examination of virgins. These are so important 
that I venture to quote them here^ and to state my opinion 
of the high value I attach to them as a code of advice to 
all of us in our necessarily delicate relations with that 
portion of the female population. He says^ '' Speaking 
generally^ and without regard to this special case^ or to 
cases involving medico-legal questions before^ or about to 
come before^ Courts of Law^ it ia, in the opinion of the 
College^ a grave professional and moral offence for any 
physician to examine physically a young g^rl^ even at the 
request of a parent^ without having first satisfied himself 
that some decided medical good is likely to accrue to the 
patient from the examination^ and also without having first 
explained to the parent or legal guardian of the girl the 
inadvisability of such examinations in general and the 
special objections that exist to their being made. More- 
over^ the College feels that a young girl should on no con- 
sideration be examined^ excepting in the presence of a 
matron of mature age^ and^ so far as the physician can 
know^ of good moral character.^' 

An attempt has again been made this year to bring the 
subject of the examination and registration of midwives 
before the notice of Parliament. A deputation from the 
Council waited upon Sir John Lubbock^ Member for the 
University of London^ and Treasurer of the Boyal Mater- 
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nity Charity^ to endeavoar to indace him to take up the 
matter and introduce a Bill on the lines of the regulations 
drawn up some years ago by this Society, Sir John, 
however, saw difficulties in the way, though he showed 
considerable interest in the matter, and gave us some 
suggestions ; but in the state of Parliament at the time, 
and with a dissolution and general election pending, it 
was thought prudent to abstain from further action for 
the present. The Council will, however, be prepared to 
deal with the question again at the earUest opportunity. 
While, however, the law stands as it does now, and a 
man is permitted to act as a man midwife without medical 
qualification, we can scarcely hope to gain our point as to 
ordinary midwives. I refer to the case of TuUy versus 
MacgiU, which was reported in the ^ Times ' of Nov. 27th. 
In the course of the case it transpired that the plaintiff 
had attended about 550 midwifery cases in the last two 
years, and he admitted he had no legal qualification to 
practise. The report goes on to state, " It appears that no 
legal qualification is necessary to carry on the profession of 
an accoucheur." 

Somewhat akin to the midwife is the useful class of 
women known as monthly nurses. It has seemed to me 
that there is great need for improvement in this. The 
subject was touched upon more than twenty years ago by 
Dr. Oldham, but the state of things remains unaltered, 
and the bulk of women who take to this work are either 
those worn out and therefore unfit for anything else, or, 
thrown upon the world by domestic troubles, they find this 
a rapid and ready method of occupation. I think it 
would be well if the Society could do something towards 
remedying this state of things. Why should not a 
monthly nurse be as thoroughly trained as one who is to 
take charge of strictly medical or surgical cases f Surely 
in our department there is need for this knowledge and 
something more. I would have all these women trained 
in the ordinary way to become good nurses for the sick ; 
then having become trained nurses, I would let them gain 
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the small amount of special knowledge required in connec- 
tion with the lying-in room. These women would then 
be available for us during the best years of their Uves, 
instead of too often in a worn and drivelling old age. I 
do not think that there would necessarily be any advantage 
in instituting a special examination for them^ further than 
is the custom in ordinary medical and surgical training, 
but it would be a great point that proper regulations 
should be laid down for their efficient teaching. 

It only remains for me now to pay a short tribute of 
respect to those whose loss we have to deplore during the 
past year. 

Of Dr. Lanchester, of Croydon, whose premature decease 
we had to lament on January 8th, 1885, his death occurred 
so early in the year, and before my predecessor. Dr. Gervis, 
had vacated his office, that he begged as a personal friend 
to have the privilege of recording the sad event, and he 
alluded in feeling and appropriate terms to the great loss 
the Society and profession at large had sustained in his 
early death. 

Mr. Thomas Derry Jones, of Islington, joined the 
Society in 1873. He was educated at University College, 
and after taking the usual qualifications entered into 
practice in Islington fifteen years ago. He was successful 
in gaining the esteem and regard of his patients and 
fellow practitioners, while his brilliant social qualities 
will be long remembered by all who knew him. He died 
from kidney disease at the early age of forty-one. 

William Braithwaite, M.D., of Leeds, was bom in 
1807, commenced his studies under the late Mr. Thomas 
Teale^ and then coming to town became a student at St. 
Greorge^s Hospital. Having taken the ordinary diplomas 
he commenced practice in Leeds in 1830, and shortly after 
was appointed Lecturer on the Diseases of Women at the 
Leeds Infirmary. He joined this Society in 1862^ and 
was on the Council from 1867 to 1870. His name will, 
however, be best known in association with the ' Retro- 
spect of Medicine,' which he commenced in 1840, and 
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continued to edit for many years (published half-yearly it 
has now reached its ninetieth volume). Dr. Braithwaite 
was the oldest practitioner in Leeds^ and was much 
esteemed and regarded by a large circle of friends and 
patients in his native town. He died on January 81st. 

During last year have also died Dr. Thomas Sylvester 
Gell, who joined the Society in 1877 and died in Queens- 
land at the early age of forty ; Dr. Joseph Stone^ of 
Manchester^ who joined the Society in 1859 ; John 
Chamberlain Eaton^ of Ancaster^ Grantham, Borough 
Coroner, who joined the Society in 1878, and died aged 
forty-one; and William Hugh Aldersey, F.R.C.S., of 
Surbiton, who was one of the early Fellows of the Society. 

Dr. Joseph Bunny, of Newbury, died on May 30th at 
the great age of eighty-six. After graduating in Edin- 
burgh in 1823 he settled in practice in Newbury and 
became the first Honorary Surgeon to the Dispensary on 
its foundation in 1835. He was also Coroner for the 
borough from 1839 to 1873, afterwards becoming one of 
the magistrates. He had for many years retired from 
practice, and was one of the fortunate few who enjoyed 
his well-earned ease in the full possesssion of his faculties 
to the end of his long life. He joined the Society in 1861. 

George Dransfield Brown died in July at the age of 
fifty-seven, was a student of St. Thomas's, and became a 
Fellow of this Society in 1866. He devoted much of his 
time to the study of scientific subjects, especially that 
branch of natural history including the Invertebrata. He 
also took a great interest in botanical pursuits, and during 
the two-and-twenty years that he practised in Ealing 
secured a large circle of friends. 

William Michell Clarke, of Clifton, Consulting Surgeon 
to the Bristol Hospital, whose sudden and unexpected 
death took place on October 2nd, was a native of Bodmin, 
where he was bom about the year 1829. Educated at 
St. Bartholomew's, he entered into practice, becoming 
Surgeon to the Bristol Hospital. This appointment he 
held for ten years, and on his retirement became Consulting 
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Surgeon, a step he always after bitterly regretted, 
as he was a good and careful operator, and devoted to 
his hospital work. He was one of the few provincial 
surgeons who early performed the operation of ovariotomy, 
but he will be best known by his work in connection 
with excision of the knee-joint, on which subject he wrote 
an elaborate article in 1863. He was held in the highest 
esteem by his professional friends, and secured the affec- 
tionate regard of a large circle of patients. He became 
a Fellow of this Society in 1872. 

William Johnson Smith, M.D., of Weymouth, was a 
member of an old and highly connected Dorsetshire 
family. He graduated in Edinburgh in 1842, and then 
proceeded to continue his studies in Paris. He was one 
of the early Fellows of this Society, joining it in 1859. 
Settling in practice at Weymouth he soon succeeded in 
attaining a high professional position there. In 1848 he 
founded the Sanatorium for Diseases of Women and Chil- 
dren, to which he became attached as Physician, and was 
also a Consulting Physician to the Weymouth Boyal 
Hospital. He died in April at the age of seventy-two. 

John Thorbum, M.D., of Manchester, was bom at 
Huddersfield in 1834, his parents shortly after removing 
to Manchester. He was educated in Edinburgh, first at 
the High School, afterwards proceeding to the University, 
where he graduated in 1855, having been awarded the 
mark of distinguished merit for his thesis on surgical 
fever. After taking his degree he held the posts of 
House Surgeon and House Physician in the Boyal Infir- 
mary, and also that of House Surgeon to the Boyal 
Maternity Hospital. He was then almost the only man 
who had held all three of these much-coveted posts. 
Among his colleagues and intimate friends while resident 
at the Infirmary were Sir Joseph Lister and Dr. Wilson 
Fox. Dr. Thorbum had the good fortune to be a student 
at that brilliant period in the history of the Edinburgh 
Medical School when Alison^ Christison, Syme, Simpson, 
Goodsir, and Hughes Bennett were among the teachers^ 
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and there can be little doubt that he is to be counted among 
the numerous pupils whose careers were directed by the 
influence of Sir James Simpson. He did not, however, 
take at once to the special work of his later life, but after 
leaving Edinburgh he came to London, and was for some 
time resident at the Brompton Chest Hospital. In 1858 
he naturally returned to Manchester, where he had a wide 
circle of relatives and friends. After holding various 
appointments he founded, with Dr. Henry Simpson and 
others, the Southern Hospital for Women and Children, 
and in 1873 he was appointed Obstetric Physician to the 
Boyal Infirmary, being the first to hold that appointment. 
In 1864 he began work as Lecturer on Midwifery in the 
Boyal Medical School, and on the amalgamation of this 
in 1873 with the Owens College, constituting the Victoria 
University, he was appointed to the chair of Obstetric 
Medicine. His teaching here, like his practice, was 
characterised by the absence of eccentricity and affectation ; 
it was marked by great clearness combined with modera- 
tion and judgment. In 1878 he took the Membership of 
the Eoyal College of Physicians, and in the beginning of 
May, 1885, was elected a Fellow. For the last two years 
Dr. Thorbum was engaged in preparing his work on ^ The 
Diseases of Women. ^ By his experience and his turn of 
mind, he was peculiarly and exceptionally well qualified 
for such a task, and all who knew of his labour looked 
forward to his enjoyiDg the well-deserved reward of a 
brilliant success. The most friendly anticipations would 
certainly have been fulfilled if he could have found more 
leisure, or if he had been in better health. As it was, 
there can be little doubt that the additional strain thrown 
upon him by such a laborious and long-continued effort 
had much to do with producing the fiual disaster. The 
heroic perseverance with which he applied himself to his 
task amidst the distractions of a busy professional life, the 
confident anticipations of rest as the work drew to a satis- 
factory conclusion, and the fatal illness just when his 
task was complete, and the book was issuing from the 



FBBSIDBNt's ADDBB8S. 61 

press^ lend an additional pathos to his premature death. 
Dr. Thorburn was probably a man without an enemy, 
professional or otherwise — a fact unusual in the history of 
men of strong character such as his. He became a Fellow 
of this Society in 1867, was on the Council from 1876 to 
1878, was a Vice-President from 1881 to 1883, and was 
again on the Council at the time of his death. He did 
not contribute much to our ' Transactions,' but most of us 
remember his coming up in 1879 to take part in the dis- 
cussion on the use of the forceps, when he showed a 
modification of Boberton's instrument, to which he had 
added a screw in the handles, designed to secure a closer 
apposition of the blades to the child's head. Those who 
saw him then, apparently in robust health, little thought 
how soon he would be removed for ever from the scene of 
his active and useful work. By his death the medical 
profession has lost one of its most accomplished and 
distinguished members, a skilful and successful operator, 
and a high-principled gentleman. 

Here, gentlemen, I conclude these brief notices of our 
departed brethren. I feel how imperfectly I have fulfilled 
this part of my task, but as has been well expressed by 
one, himself a member of our profession, '' The dignity of 
a silent memory is not to be undervalued. Who knows 
whether the best of men be known, or whether there be 
not more remarkable persons forgot than any that stand 
remembered in the known account of time ? The greater 
part must be content to be as though they had not been ; 
to be found in the register of God, not in the record of 
man.'' 

Dr. Gbaily Hewitt moved, and Dr. West seconded, a 
vote of thanks to Dr. Potter for his interesting address, 
with a request that he allow it to be printed in the next 
volume of the ' Transactions.' This was carried with 
acclamation. 

In seconding the proposition of Dr. Hewitt, Dr. West 
said that being himself one of the senior, in point of age. 



62 VOTES OF THANES. 

among the Fellows of the Society present^ he might, 
perhapSj be allowed to congratulate them on its continued 
prosperity and on the good work which it had done and 
had endeavoured to do. He congratulated them, not 
simply on what they had done for the promotion of their 
special branch of medicine, but also on the endeavours they 
had made to benefit society at large, and especially its 
poorer members, by instituting examinations of midwives 
and by trying to obtain from the Government the adoption 
of regulations to secure their possession of the knowledge 
needed for the safe exercise of their calling. His busi- 
ness, however, was to second the vote of thanks to their 
President; and for the opportunity of doing so he was 
indebted to two honours which the Society had conferred 
upon him, first in electing him an Honorary Fellow, and 
next in choosing him, some years since, as their President. 
To that he owed his present seat on the Council, where he 
had watched the conduct of their President in somewhat 
trying circumstances; and he had been struck with his 
uniform courtesy even to those from whom he most 
widely differed, with the clearness with which he stated 
his own views, and the judicial spirit in which he 
summed up the opinions of others. It remained for him 
only, in seconding the resolution, to congratulate the 
Society, not only on their prosperity, but on their 
President. 

A vote of thanks to the retiring officers (Dr. Herman, 
Hon. Sec, and Mr. Knowsley Thornton), proposed by 
Dr. Gbevis, seconded by Dr. J. Watt Black and sup- 
ported by the Pbesidbnt, was carried unanimously. 

Dr. Gbbvis said it gave him particular pleasure to pro- 
pose the resolution placed in his hands, offering the thanks 
of the Society to its retiring officers. Dr. Herman and Mr. 
Thornton. During his tenure of office as President]it had 
been his good fortune throughout to have associated with 
him as Secretary, Dr. Herman, so that he was able to 
speak from much personal knowledge of the admirable 
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way in which Dr. Herman had performed the important 
duties which had devolved npon him^ and the Society was 
very deeply indebted to Dr. Herman for the untiring 
energy and constant care he had devoted to its interests. 
Mr. Thornton^ s duties had been lighter^ but the way in 
which he had attended to them was in accord with his 
great reputation^ and was of good augury for his work in 
the more important position to which he had just been 
elected. 

A vote of thanks to the retiring Vice-Presidents and 
to the retiring members of Council was moved by Dr. 
RouTH, seconded by Dr. Wm. A. Duncan, and carried 
unanimously. 

In seconding Dr. Bouth's vote of thanks to retiring 
Vice-Presidents and other members of Council, Dr. W. 
Duncan said, '^ It gives me much pleasure to second the 
motion proposed by Dr. Bouth. As a member of Council, 
I can speak from experience as to the value of these gentle- 
men^s counsels at the various meetings, and although we 
lose their help at the Council meetings, I trust we shall 
often hear them taking part in the discussions of the 
Society." 

Mr. WoBSHip, in returning thanks, said, '' Mr. President 
and G-entlemen, I beg, on behalf of myself and the retir- 
ing members of the Council, to express our thanks for the 
resolutions proposed. It has been a great pleasure and 
honour to be connected with the Council, and any trouble 
that we may have experienced in our attendance has been 
more than compensated by the courtesy we have always 
experienced. 
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MARCH 3bd, 1886. 

J. B. PoTTBB, M.D., President, in the Chair. 

Present— -45 Fellows and 8 visitors. 

Books were presented by Dr. Matthews Dancan, Dr. T. 
A. Bmmett, Dr. Graily Hewitt, Dr. Madden, St. Bartho- 
lomew's Hospital Staff, The Faculty of Physicians and 
Surgeons, Glasgow, and the Medical and Chimrgical 
Faculty of Maryland, U.S. 

Lewis Jones, M.D. (Balham), was admitted a Fellow of 
the Society. 

Bobert Alexander Jamieson, M.D. (Shanghai), and 
Zebulon Mennell, M.R.C.S. (Shepherd's Bush), were 
declared admitted. 

The following gentlemen were elected Fellows of the 
Society : — William Profit Dukes, L.R.C.P. Ed. and L.M. ; 
Henry Trotter Butherford, B.A., M.B. Cantab. ; and 
Patrick Watson Williams, M.B. Lend. (Clifton). 

The following gentlemen were proposed for election : — 
Reginald Hartley, L.R.C.P. and S. Edin. (Thirsk) ; Herbert 
Henry Lankester, M.B. Lend. ; and William Edward 
Steavenson, M.D. Cantab., M.R.C.P. Lond. 

VOL. xxvin. 5 
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TUBERCULOSIS OF FALLOPIAN TUBE. 
By W. S. A. Griffith, M.B. 

Dr. W. S. a. Griffith showed specimens of tubercular 
disease of tlie Fallopian tubes, with microscopic sections 
showing the bacilli. 



PELLETS OF CORHOSIVE SUBLIMATE. 

Dr. Champnbys showed, at the request of Dr. Fly Smith, 
some pellets for the ready preparation of antiseptic 
solutions. 

Their composition was, Hydrarg. Perchlor. gr. 24, 
Ammon. Ohloridi gr. 26. Make ten pellets. 

1 pellet in a pint of water = 1 in 4000. 

2 pellets in a pint of water = 1 in 2000. 
4 pellets in a pint of water = 1 in 1000. 

Dr. Ma-tthews Duncan objected to the use of solutions of 
eorrosive sublimate made with muriate of ammonia, because 
when diluted, as in practice, with London water, the result was 
throwing down of white precipitate and an inert antiseptic. A 
conyenient mode of carrying corrosive sublimate for antiseptic 
purposes in London, where the water was so impure with lune, 
was a solution of pure corrosive sublimate in glycerine. A 
drachm of this is made strong enough to produce four pints of 
the strength of 1 in 1000. 

Note. — The addition of ammonium chloride to mercury 
perchloride forms a new double salt, ammonio-mercuric 
chloride, the sal alembroth of the alchemists, a compound 
with a definite composition and a definite crystalline form ; 
the mercury perchloride is replaced by this ; and, to the 
extent that this double salt is formed, the mercury per- 



BBMOVAL 07 ENTIRE UTERUS. 67 

chloride disappears. The antiseptic properties of this 
double salt are unknown. The pure mercury perchloride 
is freely soluble in distilled or in common water^ bat sal 
alembroth (and the Liquor Hydrargyri Perchloridi, P.B.) 
with common water containing lime forms a white pre- 
cipitate, viz. Hydrargyrum Ammoniatum^ P.B., the anti- 
septic properties of which are unknown (see paper by Mr. 
Martindale^ ' Pharmac. Journ./ Feb., 1870). 

It follows that ammonium chloride should not be used 
with corrosive sublimate for antiseptic purposes. Nothing 
is more convenient than a simple solution of corrosive 
sublimate in distilled or common water^ 1 in 50^ coloured 
with cochineal. One ounce of this in an imperial pint of 
water makes a standard solution of 1 in 1000 (F.H.C). 



UTERUS REMOVED ENTIRE, ON MARCH 1st., 
1886, FOR PRIMARY MALIGNANT DISEASE 
OF THE BODY. 

By A. H. N. Lewbrs, M.D. Lond., M.R.O.P. Lend., 

ASSISTAl^T OBSTETBIC FHYSIOIAIT TO THE LONDON HOSPITAL. 

From a patient, set. 56. Menopause occurred at 36. 
Has complained for last ten months of bleeding, violent 
pains in lower part of back and abdomen, also of an 
offensive discharge. Has been wasting for the same 
time. 

The uterus weighs seven ounces. Owing to its size it 
could not be retroverted and brought through the opening 
in Douglas's pouch, fundus first, as ordinarily recommended. 
The vessels being tied and the cervix cleared as high as 
the level of the internal os, the remaining part of the 
broad ligament on each side was transfixed and tied in two 
halves, and the uterus (if one may use the expression) 
delivered cervix first, fundus last. 

In reply to Mr. Knowsley Thornton, who pointed out 
the existence of a nodule in the cervix. Dr. Lowers said 
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that the nodule in the cervix is not in the line of the 
lateral incisions^ but projects from the posterior aspect of 
the cervix. 

It would certainly have been desirable to cut wider 
of the nodule than was actually done. At the same 
time no diseased tissue could be felt in the raw surfaces 
remaining after the uterus was removed. 

The patient is (March 9th) doing remarkably well, the 
temperature having been normal for the last three days. 

{Note. — No return five weeks after operation.) 



SCALE FOR CALCULATING ONSET OP LABOUR. 

By Dr. Playfair. 

Dr. Playfair exhibited a sliding scale by which the 
probable date of delivery, or any date between conception 
and delivery, could be at once read off. 



MONSTER. 



By Clement Godson, M.D. 

With Dissection, by D'Arcy Power, M.B. Oxon., F.R.C.S. 

Dr. Godson showed a monster belonging to the order 
" double ayncSphalien/^ genus Iniops (Geoffrey Saint- 
Hilaire) . It had been sent to him that day by Dr. Alfred 
Robinson of Rotheram, who stated that the presentation 
was footling and that there was no difficulty in the 
delivery. In Rokitansky's ' Handbook of Pathological 
Anatomy ' was a drawing of a monster exactly similar 
in every detail. The specimen was a rare one. 
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Mr. D'Arcy Power^ Garator of the MnBonm of St. 
BartholomeVs Hospital^ dissected the speoimen and de- 
scribed it as follows : 

Female twin fcetuses^ united by their faces along the 
median line and by their thoracic laminae above the 
umbilicus. They constitute the variety of homologous 
union known as Iniops. 

The faces are fused in such a manner that two lateral 
faces are formed out of four halves ; of these faces one 
differs from that of an ordinary infant only in its greater 
breadth^ whilst the other is a mere rudiment. The less 
developed face has a median eye^ above which is a kind of 
proboscis measuring two thirds of an inch in length. * 
Beneath the eye is a papilla of skin with a small central 
aperture^ through which a probe can be passed into the 
mouth of the opposite face. Beneath this papilla and 
aperture are two ears fused by their lobes^ but otherwise 
distinct. The other two ears are separate and bear their 
normal relation to the well- formed face. 

The brain^ like the faces^ is fused^ but it is not in a 
condition to admit of a detailed examination. 

The skulls are fused in the basisphenoidal region so 
that the anterior cerebral fosssB are absent. 

In the thorax are two pairs of lungs situated laterally, 
one pair in each thoracic cavity ; they appear to be normal 
and have the ordinary blood supply. 

There are two hearts, one situated in each thoracic 
cavity, each being enclosed in its own pericardium. 

The heart belonging to the left foetus is imper- 
fect. It consists of a single, large, left ventricle with a 
complete auricle^ and a small, ill-developed right ven- 
tricle with a minute right auricle. The larger ventricle 
gives off the pulmonary artery and the aorta. From the 
aorta three large branches arise^ the first at the junction 
of the ascending with the transverse portion ; this branch 
is the right subclavian for the right foetus. The second 
branch comes off from the transverse portion of the arch ; 
it soon divides into the two common carotids for the right 
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and left sides of this aspect of the monster^ whilst the 
third branch is given off immediately beyond the ductus 
arteriosus ; it forms the left subclavian artery of the left 
foetus. 

The heart lying in the thorax corresponding with the 
less developed face chiefly supplies the right foetus ; it is 
normal, consisting of two ventricles and two auricles with 
the aorta and pulmonary artery arising from it as usual. 
The arch of the aorta gives off two branches, of which the 
first almost immediately divides into a right and left com- 
mon carotid, whilst the second, given off immediately 
beyond the point where the recurrent laryngeal nerve 
winds round the aorta, is the left subclavian artery of the 
left foetus. 

In the abdomen the two kidneys are partially fused on 
either side. 

The upper portion of the small intestines is united as 
far as a point twelve inches above the ileo-caecal valve. 
This point of union is situated immediately above the 
persistent omphalo-mesaraic duct. 

The stomach is single. 

The spleens and ndrenals are double and not fused. 

The specimen is No. 3410 {a) in the St. Bartholomew's 
Hospital Museum. 



NOTES OF A CASE OF GESTATION IN ONE 
HORN OF A UTERUS BICORNIS UNICOLLIS. 

By H. Campbell Pope, M.D., 

With notes of the specimen by W. S. A. Geifpith, M.B. 

A. M — , sdt, 27, married three years, one premature 
confinement at seven months. Consulted Dr. Pope, when 
three months pregnant, for pain in back and left side, with 
slight blood-stained discharge from vagina and rectum, 
indicating threatened abortion ; these symptoms subsided 
in about three weeks. 



UTERUS BIC0BNI8 UNIC0LU8. i^71 

Daring his absence she consulted his representative on 
August 20th for constipation and violent abdominal pain. 

Dr. Pope saw her on the 21st ; she was suffering from 
acute peritonitis and was moribund. The foetus was easily 
felt in the abdomen^ and he guessed the nature of the case. 

At the post-mortem examination there was found general 
acute purulent peritonitis^ with recent lymph^ indicating 
chronic peritonitis culminating in an acute attack. 

The sac was unruptured. 

Description of the Specimen. 

The specimen consists of a uterus, having its appendages 
normal on the right side, and a gestation cyst (containing 
a foetus of about the seventh month) attached to the left 
upper angle of the uterus. From the lower part of the 
anterior surface of the cyst hang the left appendages, 
which appear to have no direct connection with the uterus. 

The uterus, which is slightly flattened on the left side, 
measures four inches in length by two and a half in 
breadth, its cavity is two and a half inches long by one 
and a half broad by half an inch deep, and contains a hollow 
triangular mass of decidua, adherent only by its base to 
the fundus, the separation of the remainder being evidently 
quite recent ; each layer of this varies in thickness from 
an eighth to a quarter of an inch. The cervix measures 
one inch in length. 

The gestation cyst is connected to the left side of the 
uterus by a pedicle one and a quarter inches in length, 
which differs in appearance and structure from any normal 
condition of this part ; it is fleshy and consists of a mass of 
sinuses, which convey the principal bloodr supply to the 
cyst. After most careful search no channel of commu- 
nication can be found between the uterus and cyst. 

The cyst, empty and contracted, measures eight by six 
inches, its walls are extremely thin and are formed chiefly 
by the foetal membranes, a large placenta (seven inches in 
diameter) is adherent to the upper and posterior wall, and 
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the cord has a membranous insertion two inches from its 
lower edge. 

The left appendages, apparently normal, spring from 
the anterior surface of the cyst ; the Fallopian tube on this 
side measures six inches in length and is one inch longer 
than the right tube; owing to the development of the 
cyst and membranes it is impossible to trace the commu- 
nication between it and the cyst. 

No recent corpus luteum was found in either ovary. 

Report of the Oommittee appointed to Examine the 

Specimen. 

This specimen has been carefully examined and the 
definition already given to it appears to be accurate. 

The uterus is more nearly symmetrical in form than in 
the cases of this kind previously reported by Kussmaul, 
' Von dem Mangel, der Verkiimmerung und Verdopplung 
der Gebarmutter,' 1859, and Turner, ' Bd. Med. Journal,' 
vol. xi, p. 971, and a specimen of this kind in the Museum 
of St. Bartholomew's Hospital, in which the non-gravid 
uterine cavity clearly consisted of one uterine comu. 

The tissue of the pedicle appears to be similar to that 
of the uterine walls, but the sinuses are relatively larger 
and the muscular tissue less abundant. The pedicle is 
remarkably thin, considering that it and the cyst form part 
of the left comu of the uterus. It does not contain a 
trace of any structure resembling a Fallopian tube. 

The manner of impregnation in this case, which must 
have taken place through the right tube, is remarkable, 
but the possibility of a phenomenon of this kind has been 
already proved. 

The channel of the left duct of MuUer must, at an 
early stage of development, have become obliterated at 
the point now represented by the pedicle. 

G. Ernest Hebman. 

Alban Doran. 

Walter S. A. Griffith. 
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UTERI AT THE ONSET OP LABOUR AND AFTER 

DELIVERY. 

By A. H. F. Barbour, M.D. 

Dr. Barbour showed a series of sections demonstrating 
the anatomical changes in the uterus in connection with 
labour. They were arranged in three groups : (1) from a 
case of death at the commencement of labour ; (2) from four 
cases of Perrons operation, which throw light on the changes 
in the third stage ; (3) from two cases of death post* 
partum, 

1. From a case of death at the commencement of labour. 
This case presented the following clinical features : — The 
patient, a V-para, died at full time from acute enteritis. 
During the twelve hours before death she had some 
labour pains and the os dilated till it admitted three 
fingers. The foetus lay with the head in the transverse 
diameter and the occiput to the right side. The head was 
low down in the pelvis and both fontanelles were equally 
accessible. No fcetal heart nor movements could be 
detected, nor had the latter been felt for a few days. 

The sections exhibited were (1) a vertical mesial one ; 
(2) a horizontal one passing through the third lumbar 
vertebra^ and showing the moulding of the uterus on the 
spinal column and the position of the ureters ; (3) a trans- 
verse one passing through the second sacral vertebra and at 
right angles to it, which showed the relation of the uterus 
and foetal head to the back wall of the pelvis ; (4) several 
cwPiaZ coronal sections, showing relations of peritoneum, 
cellular tissue, and ureters. Coloured tracings of the 
frozen sections were shown, as well as the preparations 
themselves, mounted in glycerine jelly. 

After referring to the other three published sections 
illustrating the changes in labour (those of Braune, Chiara 
of Milan, and Chiari of Prague), Dr. Barbour drew atten- 
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tion to the value of frozen sections^ but at the ssmie time 
said dae allowance mast be made for post-mortem changes 
due probably to the cessation of the circulation and the 
loss of tone in the tissues^ as well as for the changes due 
to the posture in which the cadaver was frozen. 

In these sections the chief points of interest were the 
remarkable thinness of the lower uterine segment, the 
course of the ureters, and the disposition of the peritoneum 
and cellular tissue. The horizontal and coronal sections, 
made in this case for the first time, gave important infor- 
ipation on these points. 

2. From four cases of uteri obtained from Porro'sopera^ 
tion. These sections were prepared by placing the uterus, 
after its removal, in spirit, and embedding it in paraffin ; 
the sections were mounted in" glycerine jelly. Three of 
these sections have been already published, and the fourth 
confirms the observations made in the others. They show 
that after the foetus and liquor amnii are removed the 
uterine wall contracts and its area diminishes. This 
diminution in area affects the membranes and the placenta 
differently. The former are crumpled up and partially 
detached, the latter is not separated. These sections, 
therefore, show thafc the area of the placental site may be 
diminished to four inches by four inches without the placenta 
becoming separated. Of course, great caution is necessary 
in reasoning from a mutilated Porro uterus to the physi- 
ology of the third stage ; still these sections favour the 
view that the placenta does not become separated till it 
is grasped on all sides by the uterus, and that it is there- 
fore separated by detrusion. The non-existence of a 
cavity or space into which the placenta might bulge, and 
the absence of any indication of hadmorrhage between the 
placenta and uterine wall, go against the mode of separa- 
tion of the placenta described by Baudelocque and Schultze, 
and recently advocated by Ahlfeld. These sections bear 
out the description of the mode of the expulsion of the 
placenta so lucidly demonstrated many years ago by Dr. 
Matthews Duncan. Iix all of them^ the placenta was 
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situated on the anterior or posterior wall. Whether when 
the placenta is situated over the fundus it is expelled in 
the mode described by Schultze^ and with a retro-placental 
hsBmatoma^ is left sub lite till such a specimen has been 
described. A section showing a retro-placental hfomatoma 
(in which the patient died from hemorrhage) with partial 
inversion of the uterus was also shown. 

3. Post'partum uteri, — Sections of two cases of death, 
(a) one and a half hours post partum (from hsamorrhage)^ 
and (6) thirty-six hours (from eclampsia), were exhi- 
bited and the naked-eye and microscopic features described. 
Of the former, the most noteworthy was the large amount 
of cellular tissue between the cervix and bladder. The 
character of the epithelial lining of the vagina, cervix, 
and uterus, as well as the changes in the blood-vessels of 
the placental site, were also referred to and illustrated by 
microscopic sections. 

Dr. Matthews Duncan was astounded at the excellence and 
amount of good and original work that Dr. Barbour had laid 
before the Society. He (Dr. Matthews Duncan) would remind 
them that it was 112 years since William Hunter had published 
his crowning work on the gravid uterus. When he was a student, 
and after that, this great work was regarded as finishing the 
subject. But since then, sectional or homolographic anatomy 
had been much pursued, and especially by the freezing method 
in which Pirogoff had done so much. The result had been much 
important addition to our knowledge of the gravid uterus and 
its relations. But since the student days of most of our fellows 
a new department of medical science had sprung up, through 
the frozen section method, as a sequence to the anatomy of 
pregnancy, namely, the anatomy of labour, and it was in this 
new department of medical science that Dr. Barbour had so 
greatly succeeded ; and his great novelty was the anatomy of 
the first stage of labour as exhibited this evening. Dr. Barbour's 
good fortune In being the first in the world to get a body frozen 
in the first stage was great, but it was exceeded by the curiously 
great luck of Chiara in his body with spontaneous expulsion ; 
his specimen looked almost as if there were more than mere luck 
in the matter. He (Dr. Matthews Duncan) would wish to 
carefully insist on the erroneous nature of a prevalent impression 
as to the unquestionable accuracy of frozen sections as a display 
of conditions during life. They were very far from being so, and 
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this detracted a little from their otherwise very great value. Some 
of the misleading was really gross and plain, as by Braune's well- 
known plate of the anatomy of the second stage of labour- — a 
magnificent and valuable work. Errors or misleading were 
plain, as in the position of the bowels and the uterus, and 
especially the state of the perineum, or of all the parts below 
the antero-posterior diameter of the outlet. Barbour had 
remarked on similar misleading in his sections, and he would 
specially notice the dip of the peritoneum behind the uterus, 
and, still more, in front when it came down, with the fundus of 
the bladder, to below the lower border of the symphysis pubis. 
On account of the pressure of time. Dr. Matthews Duncan would 
not yield to the temptation of following Dr. Barbour in his 
placental researches, and especially in his theory of the separa- 
tion of the placenta by detrusion, not, as generally held, by 
shrinking of the placental site. This novel theory Dr. Matthews 
Duncan was reluctant to adopt. He knew it was now regarded 
as objectionable, unphilosophical, to use final causes, or object, 
or aim, as argument for a theory, yet he would dare to express 
his strong liking for the shrinking-site theory, because it com- 
bined the function of separation and that of the arrest of 
haemorrhages, a grand object in the third stage. Everything 
having any connection with flooding was of supreme interest, 
and therefore he hoped to see Dr. Barbour's views thoroughly 
scrutinised. One great little fact he had pointed out, namely, 
the persistent attachment of the placenta in one of his sections, 
while the placental site was reduced, or it had shrunk to an area 
four inches in diameter. 

Dr. Champnets said that, while greatly admiring Dr. Bar- 
bour's work and the beautiful specimens which he had shown 
to-night, he could not refrain from expressing his dissent from 
some of the conclusions drawn from the specimens of uteri 
removed by Porro's operation. From a study of these uteri, 
and the descriptions of them which have been published, he was 
sure that we must be very cautious in accepting inferences from 
them as illustrating the physiology of the third stage of labour ; 
indeed, such inferences can only be drawn where the processes 
illustrated by these preparations can be shown to be consonant 
with the clinical course of the third stage of labour. For 
instance, in these preparations the uterus is small, flattened 
from before backwards, and yet the placenta is entirely adhe- 
rent. In nature, at the end of the second stage of labour, the 
uterus, as we all know, is not flat and reaches about up to the 
navel. Now, Lemser, who examined 168 women with the entire 
hand immediately after the birth of the child, found in practi- 
cally all cases that the placenta was entirely detached. If the 
placenta is entirely detached under these conditions, in a uterus 
of the above size and shape, and, on the other hand, is entirely 
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adherent in a uterus wliicb is smaller in all respects, it follows 
that the processes are not correctly illustrated by uteri remored 
bj Porro's operation. Dr. Barbour again says that these pre- 
parations prove that at the beginning of the third stage of 
labour there is no uterine cavity. The facts above quoted seem 
to show that here again uteri removed by operation do not 
illustrate the facts of nature, for the shape of the uterus at the 
b^inning of the third stage of labour negatives the idea that it 
contains the placenta alone, lying flat against both uterine walls, 
as in the preparation. The theory of detachment of the 
placenta, not by diminution of the placental site, but by what 
may be called a process of "detrusion," was advocated by 
Lemser, who made experiments on pregnant rabbits. This 
theory must be accepted with caution on such grounds as the 
above, for although it is true that the human female and the 
rabbit both have discoid placentsd, that is about as much simi- 
larity as can be proved, the structure of the placenta, not to 
mention the structure and shape of the uterus, widely differing. 
Dr. Barbour, if he understood rightly, accepted this theory not 
on the above grounds, but arrived at it by a process of elimina- 
tion of the other theories. He thought ihia theory of detrusion 
had no direct evidence in its favour, and was hardlv conceivable, 
except in placental attachment to the front and back walls, if 
Dr. Duncan's diagram and description are to be accepted. The 
mode in which the placenta presents at the os uteri is an indis- 
pensable test of the correctness of views as to its mode of sepa- 
ration, and on this point he hoped to lay his own observations 
shortly before the Society. 
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A CASE OF CIRCUMSOEIBED SARCOMA OF THE 

VAGINA AND UTERUS. 

By A. H. N. Lbwebs, M.D. Lond.^ M.R.C.P. Lond., 

ASSISTANT OBSTETBIC PHYSICIAN TO THE LONDON HOSPITAL. 

E. L., 89t. 50, married twenty-nine years, eight chil- 
dren, the last eleven years ago, no miscarriages, was 
admitted to the London Hospital, June 27th, 1885. She 
complained of having had a sudden attack of flooding 
about a month ago, it lasted an hour and she lost a pint of 
blood. Two days after she had another similar attack ; 
since then she was confined to bed till she came to the 
hospital. She once tried to walk across the room about 
a week after the second attack of bleeding, but the 
exertion was immediately followed by a third flooding. 
After each flooding she fainted and vomited, but the 
attacks were not attended by any pain. She has been 
losing flesh the last three months, and for the last three 
or four months has had a watery discharge from the 
vagina of a " dirty ^* colour. A month ago (that is, 
about the same time the flooding came on) she noticed a 
lump protruding from the vulva. 

Previous history, — Patient began to menstruate at six- 
teen; she. was quite regular till her marriage; the flow 
lasted a week, and she had no pain at her periods. 
During the last nine years patient says she has had alto- 
gether six attacks of profuse flooding; the one which 
began a month ago is the sixth. The first attack of 
bleeding occurred nine years ago and confined her to bed 
for five weeks. The second attack was three years after 
this. Between the attacks patient says she was quite 
regular. 
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Present condition (Jane 29th^ 1885). — Ftitea.— On in- 
spection^ without separating the parts^ a greenish-black 
mass is seen between the labia majora posteriorly. By 
separating the labia the mass is seen to be oyal^ with its 
long diameter from before back, measuring 1-|- inches ; 
transversely 1 inch. 

The exposed surface of the mass is indistinctly divided 
by radiating furrows into three lobes. On tracing it up, 
the mass is found to be attached to the posterior vaginal 
wall by a broad pedicle, which extends downwards as far 
as the posterior edge of the vaginal orifice. 

The part of the tumour that is within the vagina is 
covered by vaginal mucous membrane of a pale pink 
colour, like that elsewhere in the vagina. But this 
covering ceases abruptly where the mass is exposed to the 
air, and, as already mentioned, the surface of the exposed 
portion is greenish black. 

Per rectum no pouching of the anterior rectal wall into 
the mass is to be felt, thus showing that the tumour is 
not a sloughing rectocele. About half an inch up the 
vagina, on the right side, a second mass the size of a 
walnut is to be felt beneath the mucous membrane. At 
the most prominent part of this mass is an area the size 
of a threepenny -piece, of a dark purple colour. Here the 
vaginal mucous membrane has become attached to the 
subjacent growth and has ulcerated. Elsewhere the 
mucous membrane covering the tumour is normal. The 
mass has an elastic semi-fluctuating feeling. 

Uterus, — The condition of parts in the vagina inter- 
feres with a satisfactory examination of the uterus, but it 
feels heavier than normal and is freely moveable. 

The temperature since admission has varied from 
normal to 100*4°. Patient is thin and sallow; her 
general appearance suggests malignant disease. A gland 
can be felt in each groin, but neither of them is enlarged. 

My colleague. Dr. Herman, kindly saw the case with 
me, and it was agreed that it was desirable that the 
growths should be removed. Accordingly, on July 2nd, 
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1885^ this was done^ and after their removal (which was 
easily effected) a careful examination was made^ the 
patient being still nnder the influence of an anassthetic. 

The uteras was freely moveable; its surface appeared 
smooth and free from any irregularity. The sound 
passed three and a half inches without causing any 
bleeding. 

After the operation the patient had an attack of septi- 
csamia^ from the effects of which she sank on July 7th. 

Post-mortem. — ^Three distinctly circumscribed growths, 
of a deep red colour and soft consistence, were found in 
the walls of the uterus. The largest occupied the thick- 
ness of the uterine wall at the fundus. It measured 
vertically If inches, and horizontally 2^ inches. The 
peritoneal surface of the uterus opposite this growth was 
discoloured and of a purple tint, but was quite smooth. 
The lowest growth was partly in the wall of the cervix, 
partly in that of the body of the uterus. There was 
no peritonitis. There were numerous secondary growths 
about the size of peas, but individually varying consider- 
ably in size, in both lungs. None elsewhere. The 
kidneys were granular. 

The drawings shown were made the next day by Mr. 
Burgess. 

Microscopical examination of the growths showed that 
they were mixed round- and spindle-celled sarcomata. 

It will be seen that clinically the case was one of sar- 
coma of the vagina. The growths in the vagina were 
the only ones that could be recognised during life, and 
their removal seemed to offer the patient a fair chance 
(as in Spiegelberg's case) of permanent recovery. 

From the post-mortem examination it is not quite 
certain whether the uterine or the vaginal growths were 
primary. Looking, however, to the fact that the slough- 
ing vaginal growth which protruded (which was .evidently 
older than the other a little higher in the vagina) had 
only attracted attention a month before admission, and 
to the fact that the patient had suffered from time to time 
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daring the past nine years from attacks of flooding, it 
seems on the whole probable that the growths in the 
aterus preceded those in the vagina. 

On the other hand, too mnch stress shonld not be laid 
on the history of haemorrhages, as the patient had had 
eight children, and subinvolution would sufficiently explain 
their occurrence. 

The largest of the growths in the uterus was larger 
than the one protruding from the vulva, and altogether it 
seems more likely that the uterine disease preceded the 
vaginal. 

It should be mentioned that there were neither sym- 
ptoms nor signs pointing to disease of the lungs, though 
the post-mortem examination showed that the secondary 
growths in these organs were very numerous. 

Dr. Gebvis referred to a case of sarcoma of the vagina which 
had recently been under his care, in which be had already operated 
three times, at lessening intervals, but, on account of its attach- 
ment to the posterior wall of the vagina and the posterior fornix^ 
with little prospect of ultimate success. The uterus was healthy, 
but on each occasion it was found that the tumour, although 
springing from the vagina, had contracted adhesions to the 
cervix. It was a good specimen of small round-celled sarcoma. 

Dr. HoRBOCEs mentioned a case of sarcoma growing from the 
uterus, which he had removed several times, each successive 
interval being shorter. Dr. Braxton Hicks and Dr. Galabin 
had also operated several times on the same case, the patient 
having suffered from the disease for over eleven years. Hence 
these sarcomata were not always very malignant in their clinical 
features, although, like sarcomata in other regions, they were 
very apt to recur. He mentioned another case he had seen 
that day, in which a sarcoma of the ovary had been removed 
successfully some months ago, but recurrence had taken place, 
and now a tumour, probably sarcoma, was projecting through 
the OS, and another at the umbilicus. 

Dr. William Duncan thought it was quite a matter for 
consideration whether cases of sarcoma of the vagina and uterus 
should be operated on, and he certainly considered that every 
patient should be informed of the gravity of her case and the 
improbability of a radical cure being effected, and that then she 
should be allowed to decide for herself. Dr. Duncan mentioned 
a case which he saw over a year ago, and in which, on placing 
the matter fairly before his patient, she decided against having 
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any operation performed, and that she is now practically in statu 
quo ante. 

Dr. M. Handfield-Jones quoted a case which had occurred 
in his out-patient department at St. Mary's Hospital. A large 
growth was removed from the anterior vaginal wall of a young 
girl aged sixteen. Microscopical examination showed the mass 
to be a round-celled sarcoma. Though six years had elapsed 
since the operation, there had been no return of the growth, 
and the patient's health was sound. He was inclined to think 
that when these growths were recognised and removed at an 
early stage, there was a reasonable prospect that they would 
not recur. 

Dr. EouTH said it appeared to him that the mere removal of 
these sarcomatous tumours was not after all the most essential 
part of their treatment, but the destruction of the tissue in 
which they grew. Their removal was a very simple process, 
except in those cases where they were small, and where from 
the extreme mobility of the vagina (especially if high up) 
their prehension and dissection was very difficult. The pre- 
vention of this recurrence was the problem to solve. Now, he 
remembered a case, he thought it was one under the care of the 
late Dr. Kennedy, in which three tumours of this kind were 
removed from the uterine cavity, and three times the tumour 
recurred, until he freely burnt the tissue in which they grew 
with strong nitric acid and the tumours did not again recur. 
Dr. G-ervis had spoken of a paste which he had used. He 
should have liked to know its composition. The only two 
agents on which he (Dr. Eouth) relied were nitric acid and 
bromine, and with these, the latter especially, he had been able 
to prevent their recurrence. Where the tumour was exclusively 
in the vagina it might not be always possible to destroy the 
surface deep enough, lest a fistula should result when the slough 
came away, but an attempt in this direction should be made as 
far as practicable, else the tumour would certainly recur, and 
that even more rapidly than before, and so only temporary 
benefit would be obtained and no permanent cure. 

Dr. Lewebs (in reply) said— It is fairly certain that the case 
was one of primary circumscribed sarcoma of the uterus, and not, 
as was thought during life, primary sarcoma of the vagina. This 
being so, it is clear that the only operation that .would have 
ofEered any chance of permanent, or even prolonged temporary, 
relief, would have been extirpation of the whole uterus at a 
much earlier period of the patient's career. At the same time it 
was impossible to say during life that the nodules in the vagina 
were not the primary, and perhaps the only growths, and, par- 
ticularly as they were distinctly circumscribed, I think it was 
right to remove them. 
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APRIL 7th, 1886. 
J. Watt Black, M.D., Vice-President, in the Chair. 
Present— 47 Fellows and 5 visitors. 

Books were presented by Dr. Gralabin, and the St. 
Thomas's Hospital Staff ; Dr. Braxton Hicks presented 
some tracings of cephalotribes. 

Henry Trotter Rutherford, B.A., M.B. Cantab., was 
admitted a Fellow of the Society ; and Patrick Watson 
Williams, M.B. Lond. (Clifton) was declared admitted. 

The following gentlemen were elected Fellows of the 
Society : — Reginald Hartley, L.R.C.P. and S., Edin. 
(Thirsk) ; Herbert Henry Lankester, M.B. Lond. ; and 
William Edward Steavenson, M.D. Cantab. 

The following gentlemen were proposed for election : — 
John W. Byers, M.D. (Belfast) ; Charles Owen Fowler, 
M.D. (Brussels) ; and Foumiss Simmons, M.A., M.B. 
Edin. (Egremont). 



NAEGELE PELVIS. 

By W. S. A. Griffith M.B., F.R.C.S. 

Dfi. W. S. A. Griffith showed a specimen of the 
Naegele pelvis which he believed was the first perfect speci- 
men in London. The history of the case, with a descrip- 
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tion and detailed measurement^ was given. The appear- 
ance of the specimen was in agreement with the history 
of the patient that the deformity was congenital. Dr. 
Griffith said that a diagnosis of this deformity during life 
might always be made^ by comparing the measurements 
taken between the posterior superior spines and the anterior 
superior spines of the opposite sides^ an inch difference 
between the two sides being found only in these cases. 
The specimen which Dr. Ghampneys had exhibited was 
practically identical with this one^ allowance being made 
for the difference of age and of the corresponding develop- 
ment^ his being that of a child. In neither case was 
there, in Dr. Griffith's opinion, evidence of caries. 



NOTES OP A SPECIMEN OP THE OBLIQUE 

PELVIS OP NAEGELE. 

By W. S. A. Grippith, M.B., P.B.C.S. 

The patient from whom the pelvis was taken died in 
St. Bartholomew's Hospital from peritonitis on the 
eighteenth day after delivery by craniotomy. The mid- 
wifery assistant found the vertex presenting in the first 
position, and after ineffectual attempts to deliver by 
the forceps, craniotomy was performed, and he delivered 
by the crotchet. Peritonitis supervened on the third day, 
and she was admitted under Dr. Duncan's care, but was 
too ill to allow of any minute examination of the pelvis. 
Her age was twenty. She had been married three years, 
and had twice been delivered by perforation of the after- 
coming head, at the City Boad Lying-in Hospital. 

No history of any disease during infancy or childhood 
could be obtained from her friends, and neither she nor 
her friends suspected that she had any deformity. 

The specimen consists of the pelvis and two lumbar 
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vertebras^ they are rather small^ but are solid healthy 
bones ; the epiphyses are not completely united. 

The synostosis is on the right side^ therefore the left 
oblique is shorter than the right oblique diameter. The 
right side of the pelvis is flattened and the pubes is 
displaced to the left side^ or rather^ is opposite the left ala 
of the sacrum. 

The right ala of the sacrum is imperfectly developed, 
the right ilium is united to the three upper segments of 
the sacrum corresponding to the normal articulation on 
the left side. There is no sign of a joint below or in 
front, but above and posteriorly the line of junction is 
distinct. 

The anterior and posterior sacral foramina on the right 
side are narrower than on the left side. 

The sacrum, instead of facing forwards, is turned some- 
what to the right. 

The right sacro-sciatic notch is smaller than the left. 

The symphysis pubis is opposite the middle of the left 
ala of the sacrum, the right pubes is posterior to the left. 
The right half of the linea innominata is nearly straight, 
and has a sharp cutting edge. 



Table of Measurements in inches. 



Brim. 




Outlet. 


Conjugate 


3-75 


Antero-posterior (to 


Oblique, right 


4-25 


apex of sacrum) . 5* 


„ left . 


3- 


Transverse . . 3-75 


Transverse 


3-75 


Pubic angle . 71° 


Bight sacro-cotyloid . 


2- 




Left „ 


4- 




Bight sacro-pectineal 


3-5 




Left „ 


1-5 




Sacro-sciatic notch, right . 1*76 


a 


ii 


left . 2- 
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ExTBfiNAL MEASUfiBMENTS. 

External conjugate . 7*25 
Crests . . .8*5 

Spines, anterior . 8* 

,, posterior (inside) 1*5 
Left posterior superior spine to right ischial tuberosity 6- 
Eight „ „ left „ . 7- 

Left „ „ right anterior superior 

spine . . 6'5 

Right „ „ left „ „ . 7-5 

Left „ „ left „ „ . 6' 

Right „ „ right „ „ . 5*70 



Dr. Chamfneys thought that the front of the right ala of the 
sacrum was so rough as to suggest disease at some time or other. 
The bone in the neighbourhood showed several bosses which 
were not seen on the other side, and there seemed to be part of 
the joint persisting. There was dwarfing of the whole side of 
the sacrum, but also of the coccyx, illustrating the effect of dis- 
use on growth. 

Dr. Hebman said that he did not think the smallness of the 
ihum on the side of the ankylosis was due simply to defective 
development, because there was no ossific centre, the absence. or 
non -development of which would account for the deficiency of 
the part of the ilium which should bound the sacro-sciatic notch 
behind its apex. If changes such as those in this pelvis were 
met with in a subject known to have been ill during early life, 
it would be concluded that the illness was caries, and he therefore 
thought that where there was no such history, the supposition of 
intra-uterine caries was a reasonable one ; but it was a supposi- 
tion only, there was no proof. Naegele did not advance any 
theory about the nature of the disease beyond that it was con- 
genital. 
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CHILD WITH DEFORMED HAND AND FOOT. 

By John Phillips, M.B. 

Db. John Phillips showed a living child with deformity 
of the right hand and left foot. The phalanges of the 
index and second fingers were united to form a large first 
finger. Fusion of the corresponding metacarpals appeared 
to be doubtful. Full extension of the second on the first 
phalanx of the third finger was prevented by a ligamentous 
band. 

The third toe of the left foot was in an undeveloped 
condition, and was about half the size of the corresponding 
one on the right foot. The mother was aged twenty-nine 
years, and the patient the fourth child. There was a 
totally negative history of deformity in the family, and no 
record of any maternal impression received during the 
second month of pregnancy, that is about the time the 
extremities are formed. 



HEMATOSALPINX COMPLICATING OVARIAN 

TUMOUR. 

By De. John Phillips for De. Playpaie. 

De. John Phillips showed (for Dr. Playfair) a speci- 
men of hasmato-salpinx complicating ovarian tumour 
removed from a lady aged thirty and the mother of 
several children. She was first seen three weeks before 
the operation, and a right ovarian tumour about the size 
of a cocoanut was discovered. Five or six days after- 
wards she was seized with acute pain in the abdomen, 
accompanied by sickness, tympanites, and the general 
symptoms of peritonitis (simulating twisted pedicle) . The 
local condition subsided in six or seven days, and a 
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coloured discliarge, apparently menstrual^ appeared for 
seven days. At the operation several large clots were 
found in the posterior euUde^sac; the tumour contained 
much black clot^ and the Fallopian tube was completely 
distended with blood. A patch of adhesion between the 
tumour and the transverse colon^ the size of hadf-a-crown 
piecOj bled freely^ which only ceased on the application of 
Paquelin's cautery. The patient sufiEered severely from 
collapse for thirty-six hours^ but otherwise made an easy 
and rapid recovery. 

The tumour was ovarian^ biloculated^ with considerable 
thickening of the walls in two or three situations. 

Dr. HoRROCES pointed out that although the Fallopian tube 
contained blood, it was little, if at all, distended. He asked 
whether the pedicle had been found actually twisted at the time 
of the operation, and whether the sanguineous flow from the 
uterus before operation was the menstrual period, and if so had 
it recurred at its proper time. 
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ON CONTRACTION, INHIBITION, AND EXPAN- 

SION OF THE UTERUS. 

By J. Matthews Dunoan, M.D. 

In the following remarks I purpose to keep in view 
cliiefly the uterus proper, or its body. With a view to 
contrast and elucidation I may, in some places, refer to 
the condition of the cervix uteri. I know nothing of 
contraction or other activity of the vagina. Its muscular 
coat, and its hypertrophy in pregnancy, suggest utility ; 
and, no doubt, there is of it contraction and retraction ; 
but I have only very rarely felt slight local contraction 
of the vagina proper, giving rise to a feeling of temporary 
stricture. 

Contraction is the product of contractility, a function 
of unstriped muscular fibre. It is temporary, followed by 
relaxation and return to original dimension. It may be 
morbid in force, as for example, too weak or too strong ; 
it may be morbid in duration, as for example, too short 
or too long ; it may be morbid in rhythm or regularity of 
recurrence ; and it may be morbid in extent or diffusion. 
Tonic or tetanic implies morbid length of duration, and 
generally also , morbidly great force. Spasm or cramp, 
ill-defined terms, imply morbidity of contraction in respect 
of force, duration, regularity or extent. The variations 
of extent or diffusion of contraction may be of two kinds ; 
first, and often easily ascertained, the region or part or 
area of uterine wall implicated ; and second, and never 
thoroughly ascertained, the number of fibres, or the 
special layer or layers of fibres, within any region or area, 
that is implicated. Force may depend on largeness or 
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area of activity or upon the degree of contraction of the 
active fibres, or upon the number of the active fibres. 

Pain accompanies great force and is in proportion to 
it, but we do not here consider this, as it is an epiphe- 
nomenon. 

We know nothing of the uterine contractions which 
probably occur in childhood, while the uterine body is 
smaller than the uterine cervix ; and we know nothing 
positively or directly of the contractions of the healthy 
unimpregnated uterus, though the analogy of the lower 
animals leads us to believe that they regularly occur.* 

It is asserted, as by Bindfleisch,t that clonic contrac- 
tions occur during healthy menstruation, and it must be 
recollected that menstruation begins long before the 
uterus is fully developed, " Direct proof ,^' says John 
Williams, J '^of uterine action taking place during men- 
struation, it is not possible to obtain, but that it does take 
place can hardly be doubted, because the cavity of the 
uterus, when menstruation is over, though larger than 
usual, is smaller than it would be after removal of its 
lining membrane had not contraction taken place; and 
because, in some of the uteri examined by me during the 
menstrual flow, the muscular wall was pale, though the 
mucous membrane, the surface immediately under the 
peritoneum, and the broad ligaments, were greatly con- 
gested, the blood having been driven by contraction of 
the muscular wall to the superficial vessels/' I introduce 
this quotation at this place, though the action is rather 
of the nature of retraction as distinguished from con- 
traction. 

The profession generally is made aware of the occur- 
rence of uterine contractions, in an otherwise healthy 
unimpregnated organ, by their exciting the pains of 
spasmodic dysmenorrhoea ; for it is universally held that 

* For some interesting relative remarks, see Bumm, ' Archiv far Gyn.,' 
Band xxiv, S. 42. 

t * Manual of Pathological Histology ' (Sydenham transl.), vol. i, p. 408. 
X * Obstetrical Journal of Great Britain and Ireland/ vol. ii> p. 764. 
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these intermitting pains are spasmodic or produced by 
mnscalar contraction. Sach contractions are clonic and 
they vary in frequency, six in an hour being a common 
number ; or they may be tonic, as judged by the pain 
having no interruption or very imperfect intermission. 
These painful uterine spasms may be single and last for a 
part of a minute, or they may be numerous and recur for 
several, as for three, hours. 

It is highly probable that contractions, almost or alto- 
gether, cease in the atrophied uterus of old age. 

While it has been asserted, and is probable, that con- 
traction takes place in the substance of a uterine fibroid, 
it is certain that regular contractions do take place in 
some, and probably in all, uteri containing fibroids. In 
a soft, embedded fibroid, of sufficient size, they can be 
distinctly felt, as in a pregnant uterus. They have be^n 
counted, occurring at the rate of from three to six in a 
minute. They cause changes in the uterine souffle if 
present. They may help to expel a fibroid from the walls 
of the uterus or from its cavity ; and, in so doing, they 
may help to produce uterine inversion. 

It is interesting, with a view to the corroboration of the 
theory of spasmodic dysmenorrhoea, to observe that con- 
traction in a uterus containing a fibroid, is specially active 
during menstruation. It is then, that is, during menstru- 
ation, that a woman feels those dysmenorrhoeal pains 
which afflict those affected with a fibroid ; and it is then 
that a fibroid is expelled from the uterus. Remarkable 
cases I have observed where, during successive menstru- 
ations, a fibroid was expelled into the cervix or into the 
vagina, and again withdrawn into the uterine cavity as 
menstruation ceases. 

It is believed, and it is asserted by Tarnier, that 
contractions take place during the whole continuance of 
healthy pregnancy. In advanced pregnancy they are 
easily felt, and they can be excited by cold, or by mechan- 
ical irritation, as in practising abdominal palpation. They 
may be counted as occurring from three to six times in an 
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hour. They have been described by Jacqaemier^* Oldham^ 
Dabois and Pajot^ Litzmann^ Hicks^t Tamierj and many 
others. They have been called painless or latent. We 
are especially indebted to Dr. Braxton Hicks for a study 
of these painless pains and for interesting and valnable 
specnlations on their utility in promoting the circulation 
of blood in the pregnant uterus. | 

The contractions of pregnancy may be morbid. Some- 
times they are felt as painful^ and this is unnatural or 
morbid. Sometimes they are tonic or long continaed^ the 
uteras remaining hard for several minutes. They appear 
sometimes to cause accidental heemorrhage, as Gendrin 
has pointed out. When they have this evil consequence 
they must be spasmodic^ and confined^ chiefly if not exclu- 
sively^ to the placental site ; for we know that the most 
violent general contractions^ as in labour^ even when 
occurring after a considerable amount of retraction has 
taken place^ do not separate the placenta. There is^ how- 
ever^ no difficulty in imagining a contraction limited to 
the placental site and its resulting in separation of the 
placenta^ partial or complete. 

The chief morbid condition of the contractions of preg- 
nancy is pain^ and this morbid condition is not very 
uncommon. It must be distinguished from that attend- 
ing those painful contractions which form the commence- 
ment of abortion^ miscarriage^ or labour at term. At 
such times contractions are naturally painful. No doubt^ 
when painful contractions occur, they are at first, and 
justly, regarded as indicating the approach of abortion, 
miscarriage, or labour ; but such contractions are not the 
contractions of pregnancy which we are at present con- 
sidering. The following cases illustrate the painful con- 
tractions of pregnancy. 

T. S — , 8dt. 26, an intelligent medical woman, began 
when three months gone in her first pregnancy to have 

* See ' Manael des Acconch./ tome i, p. 188. 

t See * Trans. Obst. Society of London/ vol. ziii, p. 216. 

X « Proceedings of the Royal Society/ No. 195^ 1879. 
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frequently recurring uterine pains. When they first 
occurred they were not severe and lasted only a few 
seconds. As pregnancy advanced they became more 
frequent^ more painful^ and longer, the womb being felt 
by the hand to become hard. She has no exact idea of the 
length of the pains ; they were aggravated by walking and 
by lying down, and became worse as night came on. For 
many weeks before her confinement, therefore, she did 
not go to bed. Labour supervened at the end of seven 
months of pregnancy and was easy. Then she had three 
miscarriages about the end of the third month. In her 
fifth pregnancy the contractions became painful after two 
months, and continued, as in the first, till the child was 
bom at full time. 

G. S — , a young woman, wife of a medical man, began 
gradually, in the sixth month of her first pregnancy, to 
have what she called '' risings.^' They increased in 
intensity and soon almost completely prevented sleep, 
producing great weakness and emaciation. They recurred 
several times every hour ; and, during them, the womb 
became very hard and prominent (rising). They lasted 
till the child was bom. This patient had four children, 
and suffered in all her pregnancies as in her first, but not 
so severely. In one pregnancy she had large albuminuria, 
and labour was induced at the eighth month, because of 
the alarming condition of weakness of the patient. 

The contractions of abortion and miscarriage closely 
resemble, in all respects, so far as is known, those of 
natural labour. These last alone I shall consider in the 
following remarks ; and I shall say nothing of the analo- 
gous expulsion of an embedded or intra-uterine fibroid. 

Contractions are continued during labour and the puer- 
peral state ; but they take place under quite new condi- 
tions, which make their operation entirely different from 
what it is at other times, that is, in the unimpregnated 
state and during pregnancy. These different conditions 
are designated inhibition, dilatation or expansion, retrac- 
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tion, and polarity. The last two of these subjects, I pro- 
pose, with the permission of the Society, to enter upon in 
a subsequent paper. 

The contractions of labour are much stronger than 
those of pregnancy. As to their actual strength nothing 
is known, or very little. The force of labour, or the 
propelling resultant of uterine contraction and bearing 
down, has been the subject of much research; and 
numerous valuable memoirs on it have been written; 
and we do not at present enter upon it. The contractions 
of the puerperal state probably resemble closely those of 
healthy pregnancy or of the unimpregnated state. 

It has been much debated where the contractions of 
labour commence, and it is still a question. My own 
impression is that they may begin at any part of the 
uterus, or of the cervix, before the completion of the first 
stage of labour, that is, the full dilatation of that part. 
There are many difficulties met with in attempting to 
settle the matter. All parts of the uterus are not acces- 
sible for observation. In those parts which can be reached 
by palpation through the anterior abdominal wall, con- 
traction, when beginning, partial and not intense, may 
not produce such hardness as can be felt. Again, such 
contraction, if extensive yet partial, may not produce 
such hardness as can be felt to be partial ; for, by pres- 
sure exerted on the fluid contents, partial contraction may 
produce such general tightness as makes it difficult for 
the palpator to make out difference between parts active 
and parts passive.* A limited intense contraction will 
cause pain and will be easily felt by the palpating hand 
of the examiner. Wherever a regular pain begins it 
gradually reaches its acme by extending over the whole 
uterus and cervix in the premonitory and first stages of 
labour, and over the whole uterus proper or uterine body, 
during completion of the expulsion of contents and in the 
early part of the puerperal state. 

* For remarks on this point, see the author's ' Contributions to the Mecha- 
nism of Natural and Morbid Parturition/ p. 297. 
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. It is usual to ascribe the commencement of labour to 
increase in strength of the uterine contractions^* which 
at last become so powerful as to force open the os uteri 
and the cervix. 

The beginning of labour is the beginning of the secret 
stage of Millot^t the premonitory stage^ that is^ the opening 
up of the internal os uteris or the beginning of the canali- 
sation of the lowest segment of the uterine body and the 
uppermost adjacent part of the cervix ; and we have no 
evidence of increase of force nor even of painfulness of 
the contractions at this stage. It is not till the external 
OB uteri begins to be dilated^ the commencement of the 
first stage^ that as a rule there come increase of force, 
duration, and painfulness of contractions. Besides, 
increase of force brings with it no difference in the other 
mechanical conditions. The much more numerous pains 
of pregnancy are surely capable of effecting more than 
the fewer pains of the premonitory stage, though the 
latter may number even a thousand. Further, we have 
already mentioned the occasional occurrence of strong and 
painful contractions, during months of pregnancy, 
without any commencement of labour. Something else, 
therefore, is required besides increase of force, some 
part must yield. Betraction must be replaced by inhibi- 
tion. Contractions may continue, retraction must be dis- 
continued. 

Another favourite view of the commencement of labour 
is that, under the influence of the supposed stronger pains, 
the cervix opens or yields because it is the weakest part.f 

* Tamier, ' Acconchements/ p. 685. " Les contractions nt^rinee existent 
done pendant tonte la grossesse; mais elles sont alors faibles et indolores. 
Elles ne deviennent ^nergiques et douloureuses qu'au moment da travail de 
racconchement/' 

t ' Supplement^ &c., sur 1' Art des Accoucbemens/ tome i, p. 406. 

X Dubois and Pajot, ' Acconcheraents/ p. 463. " II en resuUe de plus que, 
si, par exemple, certaines regions de la matrice se trouvaient dans une sorte 
d'antagonisme entre elles, par rapport au r^sultat de la contractility, il en 
pourrait que Tune des deux parties, la plus faible, la moins ^tendne, la moina 
pourvue des masses musculaires fut obligee de c^der sous lea efforts de I'autre, 

VOL. XXVIII. 7 
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But there is here a great deficiency in the argument, for, 
if it is good, it is of course true, and previously shown, 
that the lowest part of the body of the uterus, the yielding 
part, is the weakest part ; and no such demonstration is 
attempted. It yields because it is the weakest part, and 
it is the weakest part because it yields ! Examination of 
uteri, easily made, yields no confirmation of weakness from 
deficiency of muscular tissue. Physiology offers nothing 
analogous to this supposed antagonism of parts employed 
in the performance of a function, this mutual struggle, 
resulting in victorious tearing open, or compelled yielding 
to overpowering force. The lower segment of the uterus 
and the cervix yield spontaneously ; their muscular fibres 
are inhibited, not overpowered by force. 

It is, as already said, generally assumed that the 
internal os uteri, the first yielding part of the pregnant 
womb, is the weakest part. But there are reasons for 
regarding it as the strongest, or at least, as very strong. In 
the unimpregnated organ the internal os sometimes leaves 
its impression, as a furrow, in the tangle tent while other 
parts have yielded to the expansion. The ring of Bandl 
is often felt as a part harder and thicker than the rest 
of the uterine wall ; and after death it may be sometimes 
seen. 

Again, the uterus in advanced pregnancy is justly 
represented as an oval, whose upper extremity is the 
larger or broader ; and, in a uniform oval reservoir, such 
as it is, the weakest part is not the smaller and but the 
broader. The smaller end is the stronger. No doubt 
there is a hole in the smaller end, but practically this can 
make no difference at the beginning of opening, when 
nothing projects into or through it. There are two holes 
near the broader end. Opening is favoured by the inhi- 
bition which is not extended to the sphincteric fibres of the 
openings of the Fallopian tubes. 

There is still another theory of the establishment of the 

longtemps avant que la plus paissante, la plas considerable ait as^ la somme 
de la contractility dont elle dispose." 
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pains of labour.* In this, it is made a resalt of tlie 
stretching of the uterine fibres and of pressure upon the 
sphincterio fibres of the lower segment of the organ, 
whether the pressure results from growth of the ovum or 
from the stretching of the uterine fibres. But truly there 
is no period of pregnancy when the fibres are less stretched 
than at the end of pregnancy. There is no evidence, 
indeed, that they are, at any period of pregnancy, in 
a state of tension. The uterus grows to accommodate 
its contents, and it is, at the full time, as William Hunter 
pointed out, not a distended but a somewhat loose sac ; it 
is not replete to tautness, far less to tightness or tension 
of its walls. 

The uterns grows to its full size. It has a size, as an 
apple has, or a tree, or an insect, or a woman. At all 
times, and whether pregnant or not, it has regular con- 
tractions. These contractions have, no doubt, their 
utility at all times, but they do nothing in labour till the 
beginning of the premonitory stage, the opening up of the 
lower segment of the body of the uterus. This beginning 
is constituted by inhibition of the circular fibres of the 
lower segment, and of the cervix. There is no antagonism 
of these fibres. By their inhibition the lower segment of 
the uterus is now the weakest part. The contractions 
press the ovum through the now gradually canalized 
lower segment of the uterus into and through the internal 
OS and then through the cervix. When the pressure 

* Tarnier et Chantrenil, ' Acconchements,' tome i, p. 584. ''Ces aateurs 
(Power et Dubois) admettent ane aualogie complete entre rexpulsion du pro- 
duit de conception et Texcr^tion de Turine et des mati^res f^cales. lis rap- 
pellent d'abord que la structure de I'uterus peut Stre compar^e k celle de la 
vessie et dn rectum ; ces organes se composent en effet tous trois : lo^ d'ua 
resenroir dilatable; 2o, d'un sphincter irritable form^ de fibres circulaires. 
L'urine, le bol {6e&l ou Tenfant viennent presser sur le sphincter du reservoir 
qui les contient ; les contractions se manifestent alors par voie r^flexe et le 
reservoir se vide. Mais Tirritation directe du sphincter n'est pas seule k 
mettre en jeu ces contractions; la distension du reservoir lui-mSme et le 
tiraillement des fibres musculaires qui en r^nlte, concurrent aussi k leur 
production." 
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' reacbes the external os the contractions become stronger, 
longer, and painful, and the woman complains. 

Experiments on tangle tents* have shown that the 
yielding is not effected by force alone, for the force of 
expansion, above a slight amount, of these tents is almost 
unappreciable. Their presence induces inhibition or dis- 
position to yield. 

No doubt this expansion by tents closely resembles the 
expansion of the uterus by the growing ovum, in being 
' effected by a force which, so far as it is mechanical, is almost 
inappreciable. The expansion of the unimpregnated uterus, 
in some cases of haemorrhage, is probably to be explained 
in the same way ; inhibition is established, and it may be 
that the condition of negative abdominal pressure supplies 
the necessary small amount of dilating force. Expansion 
or growth is passive, not active, and does not necessarily 
involve inhibition. 

Many authors have suggested the analogy of urination 
and defadcation with labour, and with this view I entirely 
concur; adding, however, that the analogy helps to 
demonstrate in all these the order of conditions which I 
have described. There is no urination without inhibition 
of the circular fibres of the neck of the bladder. So there, 
is no labour without similar inhibition. No further vesical 
inhibition is required, for the discharge is fluid. In the 
uterus there is required inhibition and opening of the lower 
hemispherical part of the body of the uterus, and of the 
cervix, for a large solid body has to be passed. In the case 
of the bladder, inhibition and positive abdominal pressure 
are sufficient for urination ; in the case of the uterus, inhi- 
bition and uterine contraction are sufficient for canalization, 
hut powerful uterine contraction and powerful abdominal 
pressure continue for the completion of the expulsion of 
the foetus. The pains at this time are the longest, the 
strongest, and the most frequent. 

In labour the uterine contractions probably remain, 
from beginning to end of the process, the same in extent 

* ' Clinical Lectures on Diseases of Women/ 3rd edit.> appendix. 
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and operation^ except so far as tliey are modified by 
mhibition. 

Inhibition begins at the lower uterine hemisphere and 
advances downwards to the cervix and along the cervix. 
The descending part of the ovum has reached the os 
externum before the influence of the inhibition is shown 
there. 

Inhibition first influences the affected parts by shortening 
the duration of contraction, the shortening being at the 
end of the contraction, the parts not inhibited acting 
longer than the inhibited parts, as Wigand long ago 
pointed out.* It is probably at this time — that is, at the 
ends of contractions, that dilatation is effected by the 
prolonged contraction of the parts not inhibited. When 
dilatation is complete then the influence of inhibition is 
complete. That inhibition is not complete till full dilata- 
tion is effected, is shown by the recontraction of the cervix 
after discharge of gathered waters below the head. This 
is especially observed in cases of pelvic contraction, and 
it further shows that dilatation may here anticipate inhi-^ 
bition, the dilatation by mechanical pressure being greater 
than that permitted, at this stage, by inhibition. 

Inhibition persists in the cervix for some time after 
the expulsion of the uterine contents ; it. is a loose 
shapeless canal only slowly contracting itself. In the 
cervix both circular and longitudinal fibres are inhibited. 

In the lower hemispherical segment of the body of the 
uterus, at and near the ring of Bandl, inhibition certainly 
affects the circular fibres, and them only, for this part is 
thick and dense like the rest of the uterus. In further 

* These statements are based on observations confirming those of the 
accurate Wigand, vol. ii, S. 222 and 223 : ** Jede normale Wehe oder Contrac* 
tion in der Gebarmutter lasset nicht piotzlich, sondem allmahlig nacfa, and 
halt im Boden der Uterus einige Sekunden langer an^ als irn Munde dessel- 
ben." .... "Die wirkliche, den Sinnen warnehmbare Erweiternng, oder 
das Nachgehen des Muttermundes erfolgt nicht in demjenigen Augenblicke, 
wo das Gebarmutterboden gerade das Maximum seiner Contraction hat, sondern 
erst einige Sekunden spater, und nachdem dessen Thatigkeit oder Spannung 
schon wieder im Abuehmen begriffen est." 
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contrast with tlie inhibition of the cervix, the inhibition 
of these circular fibres ceases as soon as the aterine con- 
tents are expelled. While the cervix is then hanging 
loose and relaxed, the internal os ateri is closed, thick, and 
hard. 

Morbid absence, or failure, of natural inhibition is 
frequently observed in that rigidity pf the external os 
which depends on spasm, a condition sometimes also 
observed in the internal os. On the subject of tetanic 
spasm of the cervix in labour we may refer to a paper by 
Boper, read at the London Meeting of the International 
Medical Congp-ess. Morbid presence of inhibition is fre- 
quently observed, especially in the placental site, and 
especially after the birth of the child, as in post-partum 
hsBmorrhage, inversion and hour-glass expansion. 

The healthy uterine contractions of labour vary greatly 
in duration, from a few seconds to half a minute or even 
a minute. They vary also greatly in number ; those of 
the first stage lasting from twelve to eighteen hours, may 
rise from a small number to one or even two hundred ; 
those of the second stage, occupying from one to three 
hours, may vary from one or two to twenty or thirty ; 
those of the third stage may be one, frequently five, 
rarely more. 

Our power of inducing or strengthening uterine con- 
tractions is very limited. We can certainly do this by 
inducing abortion, miscarriage, or premature labour. 
Apart from this, we may by electricity, and by friction 
and kneading, exert some influence which may be 
valuable ; but our chief reliance is on peripheral irrita- 
tions, acting diastaltically, as suckling the child acts, and 
our chief agents in practice are heat and cold. 

In like manner we have little power of stopping 
uterine contractions, or of diminishing their strength. 
With this view we can administer sedatives, as opium 
and chloroform, and we can abstain from all the means 
which excite or strengthen contraction ; but reliance on 
these expedients should only be slight. 
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Dr. Galabin tbougbt tliat the author's observations in refer- 
ence to the cause of dilatation of the internal os in the premoni- 
tx)ry stage of labour were of much interest. He agreed with him 
as to the importance of inhibition of the circular muscular fibres 
in producing this effect. But he could not fully accept his 
description, if he rightly understood him as holding that the 
contractions of the premonitory stage of labour are identical 
with those of pregnancy, that the only new element introduced 
is inhibition of the contractions of the internal os, and that this 
allows the uterine contraction to force the ovum into the cerrical 
canal and to dilate it. He thought that the mathematical con- 
sideration of the influence of the size of the os upon its resist- 
ance to any dilating force was of some significance. The resist- 
ance of any circular ring to any dilating force acting from within, 
the tension of the edge remaining the same, varied inversely as 
the radius of the ring. It therefore became relatively small 
when the ring was already partially dilated, but was very great 
when the ring was minute. Mere initial smallness might be an 
insuperable obstacle to dilatation in the case of the external os, 
though he did not know that this ever happened with the internal 
OS. He had met with a case in which labour had been pro- 
tracted for a week, and the os was thought to be obliterated, the 
depression indicating the ring of Bandl was felt nearly as high 
as the umbilicus. A very minute os was discovered. First a 
stylet was introduced, then a catheter, then the little finger, then 
within a few minutes two and three fingers. The case was then 
left to nature, and labour was completed in a few hours, but the 
child was stillborn though it had been alive when dilatation was 
commenced. In this case there was no rigidity, and dilatation 
was resisted merely by extreme smallness. He thought, there- 
fore, that at the commencement of the preparatory stage of 
labour, when the resistance of the os was at its maximum, and 
the OS too small to allow the body of membranes to enter it, 
dilatation could not be effected through the ovum being forced 
down. Besides inhibition there must be something to dilate, 
and he thought that the force required was to be found in the 
action of longitudinal fibres directly pulling the os open. 
Although, therefore, it might be impossible by the touch to 
detect a difference in the characters of the contractions, yet he 
thought that there was grotmd for inferring that a chan^ did 
occur. The contractions of pregnancy probably involved also 
the circular fibres of the internal os, and produced merely a 
general intra-uterine pressure. But expulsive contraction, 
affecting mainly the longitudinal fibres, and inhibition of the 
internal os, were physiologically associated. This was then a 
case of what was called, by a rather fanciful analogy, the 
polarity of the uterus. He was inclined to press rather further 
than Dr. Duncan did the comparison of this with the case of the 
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rectum and the bladder. In all, tlie action of the detrusor 
muscles was, by a nervous co-ordination, normally, if not insepa- 
rably, associated with the inhibition or physiological relaxation 
of the sphincter. Thus the sphincter ani could be more effec- 
tually relaxed by a bearing-down effort than by any direct 
volition. 

Dr. Q-RAiLY Hewitt had in the course of practice observed 
facts which seemed to show that in certain cases the os, having 
been rigid and unyielding for some time, had apparently sud- 
denly ceased to offer resistance. The question to be determined 
was the nature of the influence brought to bear in causing that 
change. He was not satisfied with the arguments used by Dr. 
Matthews Duncan as to the resistance offered by the os uteri. 
On the contrary, it might be urged that the lower segment of 
the uterus, below the ring of Bandl, was really thinner than 
above the point ; also that the lower uterine segment, including 
the cervix, contained proportionately less muscular fibres than 
the body of the uterus ; also that prior to the actual commence- 
ment of labour in the majority of cases the internal os had dis- 
appeared, the cervical cavity had merged into that of the uterus, 
and there remained a mere ring — ^the os uteri. All these circum- 
stances contributed to lessen resistance at the os uteri and thus 
to further expansion. Further, in endeavouring to explain the 
expansion of the os, the facts connected with the action of the 
bag of membranes in expanding the os were most important. 
It is well known that a very great disadvantage in regard to the 
proper progress of labour ar^es where the membranls are pre. 
maturely ruptured, and this alone shows that the os is largely 
dependent for its expansion upon the force acting from above. 
He was, however, free to admit that in some cases this did' not 
appear to be the whole explanation. Might it not be that the 
sudden giving way of the os is due to a paralysis of the muscular 
fibres, the result of the compression which occurs in process of 
expansion P 

Dr. HoBBOCES said physiologists have formulated a law that 
whenever a muscle contracts its opponent relaxes. This law is 
applicable to all muscle, voluntary or involuntary. When the 
flexors in the forearm contract the extensors relax. When the 
circular fibres of the iris contract the radiating fibres relax. The 
sphincter of the orifice of a cavity is the opponent of the fibres 
in the walls of the cavity, hence by this law the cervix uteri 
relaxes when the fundus contracts. This relaxation is a physio- 
logical process known as inhibition, and doubtless has some 
nerve centre in the spinal cord or sympathetic plexuses pre- 
siding over it. If the longitudinal fibres in the cervix assist in 
opening the cervical canal, they are no doubt acting when their 
opponents, the circular fibres, are relaxing. A practical conside- 
ration is whether we have any means of affecting this inhibition 
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and contraction either by drags or electricity. I have myself 
entirely failed to induce labour by means of electricity, faradic 
or galvanic, although I have used currents strong enough to 
cause painful contractions of the recti abdominis. I have placed 
the poles in different places, sometimes over the hypothetical 
centres in the spinal cord, at others over the uterus, and some- 
times one pole on the cervix uteri in the vagina. This has been 
tried for not less than three days without bringing on labour, 
and, so far as one could ascertain, without causing uterine con- 
tractions. Chloroform, chloral, opium, &c., may to some extent 
inhibit uterine muscular action, but so far as I know electricity 
will not. The rhythm of uterine contraction is an interesting 
study. The rapidity or rhythm of the contractions in paralysis 
agitans is the same as that in ankle^ and knee-clonus, six to 
eight per second. The contractions of involuntary fibre are 
much fewer in a given time and are much slower. In a paper 
in the ' Guy's Hospital Reports ' (" Reflex Action in Diagnosis "), 
I have pointed out that the muscular fibres of the iris (involun- 
tary) are constantly in action in a rhythmic manner, and it 
would appear that the uterine muscular fibres are also constantly 
contracting and relaxing. 

Dr. BoPBB remarked that there were two distinct features in 
the paper. One of pathological, the other of a physiological 
character. The first point was illustrated by cases in which 
during pregnancy the contractions were morbid and therefore 
painful, ^ese painful contractions may depend on causes of 
a neurotic kind, whether existing in the uterus itself or in the 
central or peripheral parts of the nervous system at points 
remote from the uterus, or from any form of fibrosis of the 
uterine wall, or from calcareous deposit in the serotina, as often 
seen on the uterine surface of the placenta. In a physiological 
point of view, the actions of the uterus as regards contraction, 
retraction, and inhibition, were analogous to those of all other 
hollow organs. We may take the stomach as a typical example. 
When this organ is full, its muscular structure is in a state of 
varied active contraction, and the pylorus is strongly contracted 
to retain the contents of the stomach. When, however, the 
period of digestion is at an end, inhibition of the pylorus takes 
place, and the contents of the stomach are easily propelled 
through it. In like manner, throughout pregnancy the uterine 
muscular fibres preserve a constantly regular contraction, the 
lower end of the uterus by its contraction acts as a sphincter. 
When the full term of pregnancy is reached and contractile 
action of an expulsive nature sets in in the body of the uterus, 
the sphincteric action of its cervical end becomes inhibited and 
no longer resists the escape of the uterine contents. 

Dr. Hebhan had had under his care in the London Hospital 
a case somewhat analogous to the examples of painful uterine 
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contractions during pregnancy wliich Br. Duncan had related. 
It was that of a patient with fibroids of the uterus, who suffered 
from severe paroxysmal uterine pains throughout the inter« 
menstrual period, these pains being only absent during men-* 
struation. She was treated with ergot, which aggravated the 
pains. The cervix uteri was then dilated, after which the pains 
ceased, and were absent for two or three months. They 
then returned, and the cervical canal was again dilated and the 
pains again removed. After this he lost sight of the patient. 

Dr. Champneys thought that Dr. Gfalabin's objection to 
polarity could only exist as regards the term, for Dr. Gfalabin 
had just said that the same antagonism, shown in contraction 
and relaxation of opposite poles, was seen in all hoUow viscera, 
If this is the case, the fact of the uterus obeying a general law 
was in favour of the existence of the same force in the uterus. 
In the cane of the uterus, this antagonism had been called 
polarity by Beil, and the name was a concise and convenient 
one. Although Dr. Duncan expressly stated that he was not 
now discussing polarity, it had formed a considerable part of 
the discussion of the paper, and Dr. Champneys had made these 
few remarks on that ground. As regards the remarks of Dr. 
Galabin, that opening of the cervix was not due to spontaneous 
relaxation, and the remarks of Dr. Hewitt that the os internum 
yields because it is the weakest part, he would say that he 
thought spontaneous yielding could not be denied in the face of 
the following facts : — In labour with contracted pelvis it some- 
times happens that the head is arrested above the brim, the 
membranes present in the shape of the finger of a glove ; but 
in spite of these conditions, the cervix is found by the hand 
(introduced perhaps for the sake of turning) hanging flabby and 
relaxed, almost as if labour had already ended. Again, it 
sometimes happens that the os tinc8B, though very thin, refuses 
to dilate, and remains rigid and unyielding, however strong the 
labour-pains may be. Under these circumstances, great retrac- 
tion may take place, and Bandl's ring may be felt high up, the 
lower uterine segment being greatly thinned. The polarity is 
disordered, the expansion, which should possess the lower pole 
of the uterus during labour, is replaced by contraction, and the 
result is a dead lock. Under these circumstances, in the pre- 
sence of accidental hemorrhage, he had turned by the bipolar 
method, brought down a foot, and immediately (apparently in 
consequence of the reduction in the contents of the uterus) the 
dead lock was ended and the cervix relaxed. He thought it 
could not be maintained that the os externum was stronger than 
the OS internum, and cases like the above were an absolute 
proof that something more than force was required to expand 
the cervix during labour. He would ask Dr. Duncan whether 
he had been able to distinguish the contractions of the vagina. 
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which he had observed, from those of the muscles near it; 
especially the levatores ani. He had observed cases of painful 
labour-pains during pregnancy and thought they were due to 
irregular, disorderly, non-rhythmical contractions, such as in 
other hollow muscular viscera were known to produce colic. 
The painfulness of labour-pains does not usually begin at the 
beginning of the contractions ; he often was able to predict a 
labour-pain before the patient felt it. 

Dr. Braxton Hicks, without discussing the whole paper, 
wished to point out a fact, not alluded to, namely, that during 
the last six weeks of normal pregnancy the os and cervix were 
in a considerable number of cases patent enough for one or two 
fingers to be readily passed in. Often, when proceeding to 
induce labour at seven and a half to eight months, he wtLS able 
at once to employ the largest size of Barnes' bags. He remarked 
that the subject of the paper could not be fully discussed without 
this fact being taken into account. 

Dr. W. S. A. Q-RiFFiTH, referring to the effects of electricity 
on the uterus, remarked on the great difference of opinion held 
by different observers, most of whom however appeared to agree 
with Dr. Horrocks that it was of little value in causing or 
increasing uterine contractions. Dr. Kilner, in a paper read 
two years ago, had pointed out the value of the interrupted 
current in diminishing the pain of labour-pains. 

Dr. BoBERT Bloxall. — ^As happens in the case of the peri- 
neum, so also in that of the cervix ; two varieties of rigidity may 
be distinguished, muscular rigidity, met with in the young and 
nervous, and fibrous rigidity, encountered most frequently in 
aged primiparsB. One or other of these causes of rigidity are 
frequently operative, and especially the former. Moreover, 
they are not mfrequently combined. On the other hand, in a 
great many cases the distinction may be easily made. And the 
cause being distiDguished, the treatment necessarily varies in 
the two cases ; in the one, chloroform and chloral will relieve 
the rigid muscles (and probably also electricity comes into the 
same category), but in the other, the fibrous condition of the 
tissues wUl be only overcome by resort to some such measures 
as the hot douche. In the omission to relegate the rigidity to 
its cause may possibly be found an explanation of the varying 
results obtained by the use of electricity. 

Dr. Matthews Duncan was much fortified in his views by 
the general concurrence of the gentlemen who bad spoken. 
Some supposed differences of opinion were the result merely of 
different meanings of terms. 
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CASE OF LABOUR IN A PRIMIPARA SUrPERING 

PROM MITRAL STENOSIS. 

By Gborgk Coatbs, M.B. 

Mrs. E — J 8Bt. 22^ a tall^ delicate^ slightly built woman. 
Pace pale, lips with rather a bluish tinge. In 1879 she 
had a sharp attack of rheumatic fever, and since then 
has suffered more or less from ansemia, pallor of face, and 
breathlessness. Neither she nor her friends had any 
suspicions of a heart affection; they had always been told 
there was none. 

She had not suffered from any other attack of rheu- 
matism previous to her confinement. 

I saw her first on October 23rd, 1885, as some of the 
amniotic fluid had come away. 

Well-marked pains set in about 11 p.m. on October 
28rd, and occurred at intervals of from five to twenty 
minutes till the birth of the child. 

On October 24th, in the afternoon, she felt very faint 
several times. 

On examining the chest the heart was found to be 
normal in size, but there was a well-marked praesystolic 
murmur at the apex indicating mitral constriction. 

Pulse about 86 per minute, regular. Temperature 
normal. 

The pains, though frequent, produced little progress, 
and it was not till 8.30 p.m. on the 24th that the os was 
fully dilated. 

About 9.30 p.m. she showed signs that her strength was 
becoming exhausted, the pulse being about 108 to 1 12, 
and the temperature over 99® P. Porceps was put on high 
up, and the child born about 10.30 p.m., the placenta 
coming away about 11 p.m. 
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After tlie placenta had come away she felt very faint 
for about three quarters of an hour. The pulse-rate* was 
at first about 180 per minute^ temperature normal; by 
1.15 a.m. on the 25th the pulse had fallen to 108. The 
same morning at 10 a.m. to 76. There was a little more 
than the ordinary amount of hsBmorrhage, but not enough 
to cause any alarm and not enough in any way to blanch 
her lips. 

The prassystolic murmur was very well marked for a 
few days after the confinement, but entirely disappeared 
on and after the tenth day. 

Her temperature remained normal till November 13th, 
when she had a shiver at 9 p.m. ; at 10 p.m. her tempe- 
rature was 103-2®, and at 12 o'clock (midnight) 105*2°, 
pulse 116; she had sharp pain in her left breast. 

November 14th. — Temperature, momiug 104'2°, pulse 
108 ; 2 p.m. 104*5°, pulse 112 ; 9.30 p.m. 103-2°, pulse 108. 
The breast was less painful, there was general stiffness 
in the limbs, and sharp pain for a short time in the left 
elbow. The urine was very acid. There was no abdominal 
tenderness, and the uterus was not tender and not larger 
than it should be. There was profuse perspiration of the 
peculiar odour met with in acute rheumatism. She was 
treated after 2 p.m. on the assumption she was suffering 
from acute rheumatism, with quinine and thirty-grain 
doses of citrate of potash every three hours. 

15th. — Temperature, 9.15 a.m., 100*2°, pulse 84. 9.45 
p.m., 99-4°, pulse 72. 

16th and later. — Temperature varying from 98*4° to 
98*8°. The acid smell in the perspiration had gone. 

On the 14th there was for a short time a well-marked 
systolic mitral murmur as well as the praasystolic. 

On the 16th there was no murmur to be heard, and it 
has not been heard again up till to-day, November 18th. 

* The pulse fell gradually from 11 p.m. to 1 a.m.^ being at different times 
180, 160, 130, &c. 
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Dr. Herman thought that Dr. Coates's case was a very inte- 
resting and instructive one. In the management and prognosis 
of pregnancy with heart disease, he thought most would be 
lai^ely guided, as he himself should be, by the late Dr. Angus 
Macdonald's work on heart disease during pregnancy. Although 
he greatly admired that work, he yet thought that Dr. Mac- 
donald took too unfavourable a view of the prognosis in the case 
of a patient with heart disease who should become pregnant. 
Dr. Macdonald's conclusions were based upon published cases, 
and cases to which he had been called in consultation ; and cases 
so selected would obviously be likely to contain an undue number 
of bad cases, for those who went through labour without 
unusual symptoms would be less likely to be published, would 
not require consultations, and possibly the medical attendant 
might even not know that there was heart disease. In Dr. 
Goates's case the patient was unaware of there being anything 
the matter with the heart, and had there not been symptoms 
leading the medical attendant to examine the chest it might not 
have been known. Dr. Coates's case was an item of evidence 
showing that with valvular disease of the heart it was quite 
possible that pregnancy and labour might be gone through 
without the occurrence of distress or danger. Some of Dr. Mac- 
donald's cases showed the same thing. He (Dr. Herman) had 
met with cases which also gave proof of this, and he believed 
they were more numerous than the literature of the subject 
would lead the student to think. He did not think that the 
mere presence of valvular disease, evidenced by a murmur, 
showed that the patient incurred much greater danger by 
becomii^ pregnant than anyone else. What was important was 
the state of the cardiac muscle, whether the valvular disease was 
enough to obstruct the circulation, and if so, whether the cardiac 
muscle was equal to the increased work thus thrown upon it. 
If it were, if the patient did not suffer from dyspnoea, oedema, 
&c., he. did not think that a very unfavourable prognosis was 
called for, even though the patient had a murmur. Even where, 
during pregnancy, heart disease caused embarrassment to the 
circulation, dyspnoea, oedema, <&c., he had seen quick and com- 
plete relief follow the induction of premature labour. Dr. 
Angus Macdonald rejected this measure on account of the bad 
results in cases in which premature labour spontaneously came 
on. But premature labour coming on, as it often did, imme- 
diately before the termination of a fatal illness, ought to be dis- 
tinguished from premature labour induced early for the purpose 
of relief. Puerperal endocarditis was one of the dangers said to 
follow labour with heart disease. But he (Dr. Herman) thought 
there was not yet evidence enough to show that a lying-in woman 
with valvular disease was more liable to endocarditis than any 
other person with valvular disease, though of course a subject 
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witli damaged valves was more liable to acute changes in tliem 
than one in whom they were healthy. In Dr. Coates's case the 
acute symptoms did not come on until the usual lying-in period 
had passed. 

Dr. Champneys said that Dr. Ooates's case differed in many 
respects from those which had been recorded and those which 
he had himself seen. There was, for instance, no aggravation 
of symptoms towards the end of pr^nancy, no distress during 
labour, and no alarming symptoms soon after labour when the 
blood-pressure fell. The work of the late Dr. Angus Macdonald 
had been founded on comparatively few observations, and all 
well-recorded cases were valuable. Mitral stenosis was supposed 
to be the worst form of cardiac mischief under the circumstances. 

Dr. E. S. Tait said, when I was house physician at the 
Q-eneral Lying-in Hospital, a patient was admitted under the 
care of Dr. John Williams, with a loud systolic mitral murmur. 
Her breathing was greatly embarrassed and she had an anxious 
expression. The labour passed off quite naturally and without 
difficulty. Immediately after the birth of the child she became 
faint, owing presumably to the altered pressure, but this quickly 
passed off. Her convalescence was uninterruptedly good, and 
the involution of the uterus rapid, the only event of interest 
being a quick rise of temperature on the fifth day, from 99° 
to 106°, caused by being wakened suddenly from sleep by 
another patient calling out; this fell again within eight hours 
to 98®. 



AfAT 5th, 1886. 

J. B. PoTTBB, M.D., President, in the Chair. 

Present — 36 Fellows and 4 visitors. 

Books were presented by Sir H. W, Acland, Dr, Goodell, 
and the Royal Medical and Chirurgical Society. 

Herbert Lankester, M.B.Lond., was admitted a Fellow 
of the Society. 

William Joseph Cross, M.B. (Victoria), and Reginald 
Hartley, L.R.C.P.Ed. (Thirsk), were declared admitted. 

The following gentlemen were elected Fellows of the 
Society : — John W. Byers, M.D. (Belfast), Charles Owen 
Fowler, M.D., and Fourniss Simmons, M.A., M.B.Edin. 

The following were proposed for election : — Tom Bates, 
L.R.C.P. (Worcester) ; Joshua John Cox, M.D.Bdin. 
(Manchester) ; Archibald Donald, M.B.Edin. (Man- 
chester) ; Arthur Andrew Jamieson, M.D. (St. Helen's) ; 
William Owen Jones, M.R.C.S. (Manchester) ; Alfred 
Edmund Kennedy, L.R.C.P.Ed. (Plaistow) ; William 
Lauder, M.B.Edin. (Manchester) ; Arthur Matthey 
(Croydon) ; Herbert Smith Renshaw, M.D. (Manchester) ; 
Arthur Edwin Sutcliffe, M.R.C.S. (Manchester) ; W. 
Reginald Tuckett, M.R.C.S. (Bath) ; and Arthur Thomas 
Winterbottom, L.R.C.P. (Swinton). 

YOL. XX7III. 8 
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GRADUATED METALLIC UTERINE DILATORS. 

De. Samuel Sloan, of Glasgow, showed a case of 
gradnated metallic uterine dilators. Each instrument is 
composed of two dilators, the one being a handle to the 
other. They are numbered as in the male bougies. The 
first half inch of each dilator serves as an indicator, 
three parts of which is the thickness of the next smaller 
size, the remaining portion (one eighth of an inch) being 
a gradual slope to the dilating part. The object of the 
indicator is to straighten the uterus and to indicate its 
exact axis. There is a groove on the back of the dilator 
one and a half inches from the tip. When this groove is 
near the external os dilatation at the internal os is 
beginning. The tip is not conical but spherical, so as 
not to catch in a fold of mucous membrane. 

Mr. DoBAN thought that the shallow depression on the dilator 
for indicating when the instrument had entered sufficiently far 
to commence the dilating process was a good contrivance. He 
regretted, however, to see notches on the handle. The notches 
on old-fashioned sounds lodged blood and vaginal mucus, which 
were very apt to decompose if not carefully washed away. A 
dirty sound might introduce into the uterine cavity all kinds of 
septic matter. In this way the sound was doubtless not unfre- 
quently the cause of pelvic inflammation. 

In reply, Dr. Sloan pointed out that if an antiseptic solution 
were used there could be no danger of carrying infection from 
the vagina into the uterine cavity, which was also made less 
likely by the markings in the instruments being few, broad, and 
shallow. The instruments had been found in the hands of him- 
self and those of his friends who had tried them, safe, easy, and 
comparatively painless. 

Dr. Sloan also showed a set of eight dilators of the 
female urethra, on the same principle, but straight. No. 1 
being eight millimetres in diameter, and the increase 
in each number being one millimetre. He found them 
easy of application and almost painless. 
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ON ELASTICITY, EETBAOTION, AND POLAEITY 

OP THE UTEEUS. 

By J. Matthews Duncan, M.D. 

Eetractility, say Dabois.and Pajot,* is that property 
of the uterine tissue in virtue of which the womb, emp- 
tied of a part or of the whole of its contents, acquires a 
greater thickness of wall, at the same time that its 
volume and its capacity are diminished. 

Uterine retraction is justly regarded as a function of 
the muscular part of the wall. This is the only part 
which is contractile, and so possesses a power adequate to 
the performance required. But elasticityf may have 
some share in it, and the property is possessed by each 
of the layers df tissae composing the uterine wall. 

Very little is known of the elasticity of the mucous 
membrane. In experiments on the tensile strength of 
the bag of membranes its presence may be ascertained, 
and the membrane gives way suddenly, and with a noise 
sometimes as of a slight fillip, j: In natural conditions it 
is almost certain that this quality of living mucous mem- 
brane is little called into play, the membrane expanding 
or growing readily to suit the increased capacity required ; 
shrinking also in opposite circumstances, with scarcely 
appreciable force, not presenting folds or wrinkles after 
delivery, yet thus demonstrating its elasticity. Even in 
morbid conditions of excessive and rapid distension its 
amount, as a force^ is practically insignificant, for the 

* 'Accouchements/ p. 468. 
t ' Archiv f up Gyn»k./ Band iii, S. 89, 1872. 

t Author's ' Contributions to the Mechanism of Natural and Morbid Par- 
turition/ 1875, p. 65, 
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membrane is easily lacerated, and it lines stronger and 
more elastic layers. It is npon the dead decidna of the 
bag of membranes that experiments have been made 
which demonstrate the existence and the slightness of 
this force. Its action will contribute somewhat to that 
constant intra-nterine pressure which is believed to exist 
during pregnancy, and has been demonstrated by Schatz* 
to be present during labour. 

The elasticity of the muscular coat of the uterus is 
easily shown in experiments on its tensile strength, and 
it may be a very powerful force. But in healthy preg- 
nancy or labour it is always a very small force, for, as 
already said, the uterus is, in the absence of contraction, 
not even taut on its contents ; and the organ, when emp- 
tied, contracts very little in virtue of this quality. I 
know no estimate of the measure of contraction on eva- 
cuation due to elasticity; certainly that of the whole 
uterine wall is very slight. Besides, if during life the 
elasticity of muscular tissue is brought into play, it per- 
sists only for a very short time, because the muscular tissue 
yields or grows, and thus the elastic force disappears. 

In cases of twins and of hydramnios we find evidence 
of the ready yielding, or of the growth, of the muscular 
wall of the uterus ; for in these states the organ is gene- 
rally not in a state of considerable tension. When ten- 
sion is great there is pain, and if the tension persists 
there is generally supervention of labour. Examples of 
great tension are sometimes, though rarely, found in the 
rapid growth of uterine hydatids ; and in some such 
cases, the uterine walls are thinned by expansion^ and the 
chorionic villi may be forced deep into the uterine 
sinuses of the wall. Such experiments as those of 
Glenard, on the expansion after death of the uterus of a 
recently delivered woman, do not show elasticity of the 
uterus, for it does not shrink into former dimensions after 
the expanding force is withdrawn. 

The elasticity of the peritoneal covering of the uterus 

• • Archiv fup Gynak./ Band iii, S. 116, 1878. 
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is probably the chief element in the elasticity of the 
uteras generally. It is certainly the strongest of the 
layers constituting the uterine wall and possessed of most 
of the quality of elasticity. Like the muscular coat^ it 
no doubt rapidly grows under tension^ and^ like it^ also 
rapidly atrophies when the uterus is emptied. It has no 
contractility, and yet it shrinks from the resistance of the 
uterus at term to the comparatively small area of the 
outer wall of the empty organ, and this shrinking is 
generally without a wrinkle.* The presence of wrinkles 
shows that the limit of elastic shrinking is over-passed, 
and they are not rare ; and in some cases it appears that 
the deficiency of elastic shrinking may lead to cracks or 
peritoneal ruptures. 

The combined power of the elasticity of the various 
layers of the uterine wall is not sufficient, as already said, 
to keep the uterus taut ; this organ is soft and even 
flaccid in the absence of contraction. There is no reason 
to suppose that in the living uterus the power of elasticity 
is not diminished as gradual evacuation of the pregnant 
organ proceeds. Jacquemierf attributes to this force a 
share in the commencement of the shrinking of the uterus 
when, in labour, it begins to be emptied. 

Be traction is more than Dubois and Pajot say ; it is a 
force which owns as its source the action of muscular fibre, 
but the action is different and distinct from contraction. 
Before the commencement of the premonitory stage of 
labour, retraction, if it occurs, is a mere tonic tightening 
of the uterine wall, and it is not observed in natural or 

* Anthoi^s ' Contribntioiis to the Mechanism of Natural and Morbid Par- 
turition,* p. 122. 

t * Accouchements,* vol. i, p. 187. "II est evident que, lorsque I'ut^s 
commence a se d^semplir par I'^coulement des eaux, les fibres distendues 
^prouvent, en vertu de leur elasticity, un raccourcissement proportionn^ k leur 
distension. Si la contractility organique concourt h, ce resserrement, parce 
que, ordinairement^ les deux actions sont simultan^es, il n'est pas moins vrai que 
le r^sultat serait obtenu par T^asticit^ seule ; mais ce resserrement est fort 
bom^, et ce n'est point a T^sticite qu'est d^ le retour de Tut^rus sur lul- 
meme, mais bien k la contractilite organique." 
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healtliy uteri. When tlie premonitory or secret stage 
commences, inhibition of the circular fibres of the lower 
segment of the uterus having supervened, then retraction 
commences. The uterus proper, or uterine body, becomes 
gradually and unceasingly smaller till labour is finished ; 
and the retraction continues in the puerperal state till the 
uterus is restored to its proper size as an unimpregnated 
viscus. In contrast to its growth and expansion for nine 
calendar months is its involution and retraction for six 
weeks. During labour retraction is very active and its 
results very great and important ; after parturition 
retraction is less active and its beneficial results are more 
slowly produced. 

Eetraction, farther than mere tonic tightening of the 
uterus, is not possible till the internal os uteri is so far 
opened up as to permit descent of the lower end of the 
ovum. Just as the ovum enters the expanding cervix so 
is the uterine body retracted. The retraction is perma- 
nent, not temporary, like contraction. It is incessantly 
progressive while it lasts. 

During labour there is no retraction of the circular 
fibres of the lower segment of the body of the uterus nor 
of any fibres of the cervix^or of the vagina; these two 
latter parts are expanded longitudinally and transversely, 
and remain expanded till labour is finished. After labour 
the circular fibres of the lower segment of the uterine 
body contract and retract at once quickly ; the cervix and 
vagina much less rapidly. 

At the completion of delivery, the uterus in a state of 
strong contraction is hard, nearly globular, and about the 
size of a foetal head. When the strong contractions of 
labour have ceased it then shows its condition as a mei:ely 
retracted organ, not nearly so hard as when in contrac- 
tion, and forming a mass flattened antero-posteriorly ; its 
body, which had a measurement of about twelve inches 
in length from internal os to fundus, measuring now about 
four inches. 

Retraction of the uterus proper, or uterine body^ 
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implies necessarily dimination of its contents^ that iSj 
expulsion of its contents ; and it generally implies pro- 
gress of the ovum or progress of labour. But the progress 
of labour may not be in proportion to the retraction. 

The combined forces of contraction and retraction^ the 
propelling uterine force, have first to make taut and then 
tighten the parts which offer the required resistance or 
reaction equal to their action. These parts are the cervix 
uteri and vagina, and they are elongated and tightened 
long before any propulsion by the uterus can take place. 
Betraction must therefore take place to a considerable 
extent before advance by uterine propulsion can occur. 

Uterine contractions go on regularly and constantly ; 
they are probably increased in number and strength 
before and during the early part of menstruation ; they 
are certainly more numerous and stronger during labour. 
But contraction does not imply retraction, nor is there 
any ground for holding that retraction is a mere retention 
of part of the ground gained by contraction; it is a 
separate and distinct function, that is, it may go on with- 
out contractions. It is certain that contraction does not 
necessarily imply retraction. That retraction is not 
dependent on contraction is difficult to prove. Often 
during a smoothly progressing labour I have watched the 
continuous drain of liquor amnii into a previously squeezed- 
out sponge going on in the intervals, a phenomenon which 
seems to be dependent on continuous retraction. Con- 
traction is temporary ; retraction is permanent and pro- 
gressive. 

Jacquemier,* Dubois, and Pajotf arrived at nearly 
similar conclusions, saying that '' one cannot believe in 

* ' Manuel des Accouchements/ 1846, tome i, p. 189. '' C'est ainsi qae> 
pendant le travail, la contractility de rnt^ms est en exercise sons denx formest 
par des efforts intermittents, douloureux, et souvent r^it^r6s» et par une 
retraction continue sans donleur qui ram^ne Vut^rus sur lui-meme k mesure 
que la r^istance disparait. Si la premiere concourt plus particuli^rement k 
I'expulsion du foetus et de ses annexes, la seconde s'oppose surtout aux partes 
de sang et an renversement de Torgane." 

f ' Accouchements/ p. 472. 
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the complete identity of nature between contractility and 
retractility, and see in them only two forms of one 
property; for besides the incontestable advantages for 
practice in separating the study of them some pathological 
facts demonstrate visibly a sufficiently great difference 
between them/' 

It is common to make a comparison of the action of 
the heart and of the uterus. The contraction is called 
the systole, and the relaxed condition the diastole. But 
the analogy is very imperfect. The contractions of preg- 
nancy are like one another as the cardiac contractions 
are, but they expel nothing as the cardiac contractions 
do. The contractions of labour are unlike one another in 
their effects; each one does a different piece of work 
from its predecessor and from its followers ; and, in this 
respect, they are unlike cardiac contractions. Further, 
in labour, there is constant retraction as long as retraction 
is possible ; at each contraction the uterine body is less 
in area and greater in thickness than it was in last con- 
traction ; and no such change occurs in the heart. In 
labour there is inhibition of a part of the uterus ; during 
cardiac contractions there is no inhibition. While the ana- 
logy, as already said, between uterine and cardiac contrac- 
tion is very imperfect, it would be at least as good to strike 
it between the retraction of labour and a cardiac contrac- 
tion. In the diastole of pregnancy the uterus grows and is 
filled ; in the systole of labour it retracts and is emptied ; 
each pregnancy a diastole, each labour a systole, the systole 
being more a function of retractility than of contractility. 

This analogy of labour with cardiac systole is illustrated 
by the morbid process of expulsion of a fibroid. At each 
menstruation or uterine systole there are pains, bleeding, 
and the extrusion of the fibroid into the cervix, or into 
the vagina. As menstruation ceases the diastole takes 
place, pain ceases, bleeding ceases, contractions continue, 
retraction ceases, and the fibroid is withdrawn into the 
uterine cavity. At succeeding menstrual periods the 
process of systole and diastole is repeated ; and it is not 
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till advanced retraction of the uterine body takes place 
that the fibroid remains in the cervix or in the vagina. 

A good illustration of contraction and retraction is 
observed in cases of intracervical abortion, sometimes 
called cervical pregnancy, a rare occurrence. The small 
ovum is gradually expelled from the uteras proper, the 
uterine body; but, the external os uteri remaining undilated, 
it is retained in the expanded cervix. The uterus has, by 
its contractions and retraction, expelled the ovum into the 
cervix ; and the uterine body has become empty and 
retracted. A similar occurrence is common in so-called 
intra-uterine polypi, such being not intra-uterine properly, 
but intracervical. 

Even at term a similar state sometimes is found, as 
Litzmann'i^ has pointed out. Complete retraction and also 
closure of the uterus proper or uterine body is sometimes 
observed in cases of breech presentation, while the child is 
only partially born, and even when the head is retained in 
the pelvic brim. Complete retraction without closure 
implies imperfect retraction of the circular fibres, the 
uterus forming a cap over the highest part of the foetus, 
and sometimes also a quantity of liquor amnii ; a condition 
that is observed in many cases of incomplete delivery, and 
of which Bandl has given good diagrammatic illustration. 

These are examples of morbid premature retraction, and 
in them, f ai'ther contraction is almost or altogether power- 
less.t But in pathology we have good examples of 
deficient retraction, and among these may be cited post- 
partum haemorrhage, recent uterine inversion, and hour- 
glass relaxation. In the two last conditions it is generally 
the placental site, and it alone, that is in a state of defici- 
ent retraction ; and the persistent adhesion of the placenta 
shows that there has not been even a single perfect con- 
traction. The deficiency of contraction may depend on 
deficiency of retraction ; or deficiency of retraction may 

» ' Archiv fur Gyn./ 1876, Band x, S. 420. 

f See the author, in * Obstetrical Journal of Great Britain and Ireland/ 
February, 1878. 
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depend on deficiency of contraction. In both of these condi- 
tions there is no evidence of morbid contraction or morbid 
retraction except in the placental site or its neighbourhood. 
There is in that part morbid absence of retraction. Had 
proper retraction, at proper time, taken place, neither 
inversion nor hour-glass relaxation could have occurred. 

It is in post-partum hasmorrhage that the practitioner 
feels most acutely the want of retraction, as Breisky* has 
strongly urged. Contraction comes and goes and retrac- 
tion is deficient and the flooding goes on. Contraction 
again comes, or is excited, and retraction is hoped for ; at 
last retraction is maintained and the flooding is stayed. 
It is retraction, and retraction alone, that is a safeguard 
against haemorrhage. No doubt, a contraction, if strong 
and sufficient, stays the bleeding, but only for a time. It 
is liable to return until retraction is maintained. 

Failure of retraction is observed in those cases of 
secondary puerperal haemorrhage, wherein there occurs 
such uterine dilatation as is observed in post-partum 
haemorrhage after full contraction and temporary retrac- 
tion ; and rare cases of similar haemorrhage occur in the 
otherwise healthy virgin. 

Morbid persistence of retraction, or rather failure of 
inhibition, is, in many circumstances, and especially in 
preternatural labours, observed in the first and second 
stages of labour. At the external os uteri, in the first 
stage, it forms the tetanus of Boper. At the internal os 
uteri it is a stricture by the ring of Bandl. Probably 
this persistent ring of internal os uteri is the cause of a 
painful and prolonged premonitory stage ; and certainly 
it is often the cause of difficulty in the second stage, espe-* 
cially in morbid labours. 

In prolonged labour, after discharge of the liquor 
amnii, when the uterus is becoming inflamed, there is 
imperfect intermission of pains, a condition described 
specially by Braxton Hicks, which is caused by a degree 
of premature retraction. 

* See ' Volkmann'B Sammlnng/ No. 14 (Qynekologie 5)i 
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It is in connection witk retraction that the action of 
ergot should be studied^ and the study throws light on the 
theory of retraction, and especially on its independence of 
contraction. The evidence of observations goes to show 
that ergot, when it acts, does so by producing retraction. 
This explains its failures, its injuries, and its benefits. 

I know nothing tending to show that it produces con- 
tractions directly, or that it directly increases the force of 
contractions, or their frequency. It must be admitted 
that increased retractile force, added to the force of con- 
traction, will produce a greater force as the combined 
resultant ; but this greater force is probably not produced 
by increase of the contracting force. 

Ergot cannot be expected to produce, directly, abortion 
or miscarriage; for it cannot produce inhibition; and 
inhibition of the lower segment of the uterine body is 
necessary for the commencement of these processes. It 
is, indeed, generally held that it prevents due and natural 
inhibition ; for it is a common belief that, if administered 
in the third stage of labour, before the expulsion of the 
placenta from the uterus, it produces incarceration of this 
cake ; and this incarceration is owing to failure of yielding 
or of inhibition of the circular fibres of the lower segment 
of the body of the uterus. That it may, by producing 
retraction, and thus, injurious effects on the ovum, lead 
indirectly to abortion or miscarriage I do not doubt ; yet 
even this ulterior result of its free administration cannot 
be relied upon. 

Its injurious effects in labour are not due to increase of 
force of contractions however produced, but to premature 
or excessive retraction. Such retraction, when complete 
or nearly complete, destroys the effectiveness of uterine 
contractions by reducing their extent. Retraction, in 
whatever degree, may interfere with necessary expansion 
by preventing or diminishing inhibition. But its chief 
injury is constant pressure. It is said, truly, to destroy 
the intermissions of pains or the completeness of the 
intermissions : that is, it leads to constant pressure ; and 
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everyone knows what injury may come from this source 
to mother and to foetus. 

In flooding, at any time before complete delivery, ergot 
may be of use by producing retraction and a reduction of 
the extent of the bleeding area ; and many high authori- 
ties recommend its use, being willing to accept its 
injurious effects as being less in value than that of the 
beneficial effect of reducing the amount of blood lost, by 
reducing the extent of the bleeding area. 

After complete delivery, it has various applications of 
the greatest benefit and without compensating disadvan- 
tage. That action, which, before complete delivery, was 
injurious or of questionable value, is now simply desired. 
By retraction we diminish the extent of absorbing surface 
of the interior of the uterus and expel the noxious sub- 
stances liable to be absorbed. By retraction we reduce 
the bulk of a weak flabby uterus and so obviate after- 
pains or diminish their violence. But it is in flooding 
that retraction is invaluable— our only safeguard— and, 
besides the influence of powerful contraction, we have no 
means of producing it but ergot of rye. 

In gynaecological practice, ergot of rye is also a 
valuable remedy, on account of this retraction. It is of 
signal service in some cases of monorrhagia and of flood- 
ing in cases of uterine flbroid. Besides, induced retraction 
may produce death of a fibroid, or it may, in combination 
with contractions, produce expulsion from the uterine 
cavity of an intra-uterine fibroid, or even expulsion of an 
embedded fibroid into the genital passage. 

John Williams has described retraction in ordinary 
menstruation. Its action in producing reduction of the 
uterine dimensions after delivery, preventing subinvolu- 
tion, must be quite as important as the histological 
changes which are alone generally thought of when the 
subject of involution is discussed. Histological changes 
may be present without reduction of dimensions. 

Uterine polarity implies inhibition of retraction, not of 
contraction, at one pole of the uterus, while retraction is 
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present at the other ; and it is not a term used to denote 
a class of mere coincidences,* for there is a causal connec- 
tion between the opposite states of the two parts. Inhibi- 
tion at one pole produces retraction, not contraction, at 
tbe other, and vice versa. On this subject I satisfy myself 
by referring to the work of Reil and of Ohampneys,t 
where much that I have previously stated in this paper 
will be found distinctly foreshadowed; and, if we 
consider the state (1807) of obstetrical physiology in 
BeiPs time, we must all the more admire his acuteness 
and originality. 

Study of the pregnant uterus alone would not suggest 
a different dynamical condition of its parts ; but the added 
study of labour, and other observations to be mentioned, 
demonstrate the difference. During pregnancy and on to 
term, the whole uterus, but especially the higher parts, is 
expanding freely, the lower pole maintaining a closed con- 
dition of the internal os uteri. When labour commences, 
the wbole uterus begins to act by retraction, except the 
circular fibres of the lower polar part, which are relaxed, 
and the internal os is opened up. As the retraction of all 
the upper parts, and of the longitudinal fibres of the lower 
polar part goes on and increases, the inhibition of the 
circular fibres of the lower pole and dilatation of it goes 
on till it is completely dilated, and so it remains till ex- 
pulsion of the uterine contents is effected. 

In inducing abortion or premature labour we take 
advantage of this polarity. By dilating the lower pole 
we produce action of the upper parts of the uterus, and 
this retraction induces inhibition of the lower parts and 

* Levret describes the coincidence, saying: *'En effet, de m^me que la 
vessie urinaire, le corps de la matrice est antagoniste k son col, et celui-ci k 
celui-U, snivant les circonstances qui en deviennent les causes d^terminantes ; 
en sorte que taut que le corps de la matrice sera dans Finertie, son sphincter 
propre sera contract^; mais si-tdt que le corps de ce viscere viendra k se con- 
tracter, les parois de son orifice seront obligees de lui c^er." — 'Essai sur 
Tabus des regies g^n^rales, &c,, des Accouchemens/ 1766, p. 177. 

t 'Obstetrical Journal of Great Britain and Ireland,' vol. yii, 1879-80, 
p. 609. 
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the starting of tlie process of evacuation. Or, by passing 
a bougie high between the membranes and the uterus, we 
irritate the upper parts of it so as to induce inhibition of 
the lower pole and the commencement of labour. 

It is a common observation, in labour retarded in the 
first stage, by unyielding cervix, that the desired accelera- 
tion is at once obtained by evacuation of the liquor 
amnii. The retraction of the higher parts of the uterus 
consequent on this partial emptying induces inhibition of 
the lower parts. This practice is, of course, successful 
only when the delay of dilatation is the result of action of 
the circular fibres of the lower parts ; and even then it 
cannot be relied upon. 

In hour-glass relaxation we expand the contracted parts 
to reach the incarcerated placenta and cause retraction of 
the inactive parts ; resumed action of the relaxed parts 
induces dilatation of the lower parts, and secures passage 
for the placenta. 

Dr. M. Handfibld-Jones thought the term "retraction" 
should be limited to the action of the longitudinal fibres in 
dragging upon and expanding the cervix during the first stage 
of labour. Eetraction had been considered as the condition of 
the uterus after the expulsion of the placenta, but if retraction 
and contraction were used in their derivative meaning, the latter 
term was certainly more applicable to the condition of the womb 
than the former. 

Dr. Q^ALABiN thought the author's description of retraction of 
the uterus of much interest and importance, and agreed with 
almost the whole of it. But he was surprised to hear one 
statement in the paper, namely, that ergot tended to produce 
only retraction and not contraction of the uterus. If this were 
so then the general opinion that ergot acts, in some cases at 
any rate, as an oxytocic, and hastens delivery, or completes it when 
it would not be completed naturally, must be erroneous. More- 
over he had met with cases in which rupture of the uterus had 
occurred after the administration of ergot in obstructed labour, 
and in which intense rhythmical pains were described as having 
preceded the rupture. In such cases he thought that rupture 
could not be accounted for simply by continuous tension and 
pressure due to retraction having weakened the vitality of the 
tissue. Perhaps the explanation was that Dr. Duncan refused 
the title of contraction to that kind of contraction which was 
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the initial stage of retraction. But he thought that such a use 
of the words could not be maintained. By contraction he under- 
stood shortening and thickening oC the muscular fibres ; by re- 
traction a similar shortening and thickening, not followed by re- 
laxation and lengthening, but leaving a permanent shrinking after 
the tension of the contraction had passed off. Retraction was con- 
traction and something more. The contraction itself was identical 
in the two cases. Thus, if the uterus contracted in a case of post- 
partum hsdmorrhage, the contraction itself was the same whether 
it was followed by relaxation and renewal of haemorrhage, or ended 
in retraction with arrest of haemorrhage. He believed that ergot 
had the power of intensifying both effects in variable degrees in 
different cases, both the initial rhythmical contraction and the 
subsequently persisting tonic contraction which maintained the 
shrinking produced by it. 

Dr. HoBsocss said the diminution in the size of the uterus 
at the end of labour cannot be due to elastic recoil of muscular 
fibres, because, although the elasticity of muscle is nearly perfect 
it is very slight in amount, that is, it will not stretch much, but 
will return to its former size on removal of the stretching force. 
By retraction of muscle he understood contraction which is not 
followed by the usual relaxation or rather return to its former 
condition. A contracted muscle feels hard, a retracted muscle 
does not. Probably the state of retraction of the uterus, imme- 
diately after parturition, is due to the fact that there is not 
sufficient force within the cavity to stretch the fibres to their 
former length. The subject of polarity of the uterus is one of 
great interest, although it is only part of the great general ques- 
tion of the relaxation of opponent muscles, when one group is in 
action. In a paper on the movements of the eyelids (' Medico- 
Chir. Trans.,* 1879) Dr. Qowers has shown that the orbicularis 
palpebrarum which closes the eyelids is relaxed when the levator 
palpebree which opens them is in action, and vice vered. It is 
also well known that the sphincter ani relaxes during def secation. 
Similarly the sphincter vesicae (of Henle) relaxes in micturition, 
so that the relaxation of the fibres of the cervix uteri (sphincter 
uteri) during the contraction of the fibres of the fundus is only 
one example of the general law applicable to all muscles, volun- 
tary or involuntary. All muscles are in a state of slight con- 
traction called reflex tone, which must not be confounded with 
the state of '' being on the stretch.*' When the tendon of a 
muscle is cut the muscle shortens owing to elastic recoil, and 
this takes place whether the muscle be alive or dead. But the 
reflex tone of a muscle is dependent upon the integrity of the 
reflex loop which involves the nervous system. Now, in connec- 
tion with defsecation, micturition, and parturition, there is a 
reflex tonic contraction kept up in the muscular fibres concerned, 
more especially in the respective sphincters. The contraction of 
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these sphincter fibres can be inhibited, and the centres for inhi- 
bition are closely associated for the centres causing contraction 
of the expulsive fibres concerned. These three acts, defsBcation, 
micturition, and parturition, can take place independently of 
volition or even of consciousness. At the same time the will 
has a modified power over them, and whilst micturition can be 
voluntarily set in action by the contraction of the abdominal 
muscles driving urine into the urethra and so setting up the 
reflex process of inhibition of the sphincter and contraction of 
the detrusor, so probably the bearing-down (voluntary) of the 
parturient woman assists contraction of the uterus and relaxa- 
tion of the cervix by driving the liquor amnii and membranes 
into the cervical canal, and so setting up the reflex process of 
parturition. Finally, he believed that ergot can cause contrac- 
tion of muscular fibres, because it has been given successfully 
many times to bring on premature labour. 

Dr. Champneys said that he also had some difficulty in 
accepting the teaching in Dr. Duncan's paper, that the result 
of ergot was to produce retraction. The action of ergot was, 
he thought, somewhat puzzling to anyone who studied the 
matter. That it did not produce true contractions he believed, 
but that it produced true retraction he doubted. Eetraction is 
well seen after delivery, and he gathered from the paper that 
Dr. Duncan meant by it a result of contraction producmg per- 
manent rearrangement of the uterine fibres. The action of 
ergot was often to produce a contraction of limited extent, and 
then tetanus, the organ contracting and then remaining of the 
same size, but hard and rigid. This was different, he thought, 
from retraction, and was rather tonic contraction than retrac- 
tion. As regards polarity, a subject in which he was much 
interested, the action of opponents referred to by Dr. Horrocks 
was exemplified in the uterus by conditions involving a disturb- 
ance of the normal condition, in which consentaneous though 
opposite action in the upper and lower poles was observed. 
Such pathological conditions were incarcei*ation of the placenta, 
after-pains, and probably some forms of dysmenorrhcea. These 
Tionditions are analogous to colic in other hollow muscular 
viscera, the pain being due to violent opposition on the part of 
opponents one of which should yield to the other, as in the case 
of the intestine. 

Dr. Samtiel Sloan thought it must be admitted that retrac- 
tion differed from contraction, for after the uterus was partially 
or wholly emptied, we found it in the intervals of the pains free 
from the firm tonic condition indicative of contraction, and yet 
retracted^because smaller. He thought morphia acted on the 
lower segment of the uterus exactly in the opposite manner 
from ergot, namely, by causing inhibition of this portion and 
thus accelerating dilatation when, notwithstanding severe pains, 
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this was not progressing satisfactorily. He suggested that the 
great mental distress so often observed in unmarried women in 
our Maternities might, by diminishing the normal retraction 
during the puerperal state, favour the absorption of uterine 
discharges and thus induce puerperal fever. 

Dr. Dyce Bbown said that some light might be thrown on 
the question whether ergot caused contraction or retraction of 
uterine muscular fibre by noticing its action, in small doses, in 
the treatment of threatened abortion, and in the prevention of 
habitual abortion. In the former, the uterine contractions can 
be stopped, and the patient recover, if the case is not too far 
advanced to permit of recovery ; while in the latter, the habitual 
tendency to abort can be cured. On the principle of the 
double action of medicines, these facts may elucidate the point 
at issue. 

Dr. EoPES remarked on the difficulty in separating retrac- 
tion from contraction. !Betraction could not, he thought, occur 
without antecedent contraction. By retraction of a uterine 
muscular fibre was meant a persistent contraction of the mus- 
cular fibre after contraction has ceased ; that is, that the mus- 
cular fibre, at the end of the contraction, did not return to its 
original length, but remained shortened and continued to 
become shorter with each contraction. At the end of a con- 
traction of a uterine muscular fibre there was no return to the 
original state or to a state of relaxation as in the voluntary 
muscular fibre. On this view contraction is the cause of retrac- 
tion and no retraction can take place without previous contrac- 
tion. It did not seem possible that retraction could take place 
except by antecedent contraction; retraction, therefore, could 
never precede or cause contraction. The first effect of ergot 
was to produce contraction of the uterine muscular fibre, fol- 
lowed by a degree of retraction corresponding to the potency of 
its stimulation. Ergot interrupted the rhythm of the uterus, 
produced a tonic spasm of its muscular fibres, both of the body 
and cervix of the uterus. It seemed questionable whether the 
contraction of the cervix and lower segment of the uterus 
depended on the interruption of the inhibition of these particular 
structures or on its direct stimulation of them by ergot. 

Dr. Fbrigal said, I should like, sir, to ask Dr. Duncan what 
is the explanation of the action of ei^ot given in fairly large 
doses to restrain hsemorrhage, when that action seems expended 
on the lower zone of the uterus and cervix, stopping the bleed- 
ing but allowing the body of the uterus to escape and thereby 
refining a clot. I have had several cases under my care lately 
where I noticed this, subsequent pain setting in, and eventually 
a lai^e clot being expelled. The action of the ei^ot seemed 
expended on the lower zone and cervix only, the body of the 
womb being only partially if at all acted on. 

VOL. XXVIII, 9 
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Dr. Matthews Duncan was much gratified with the critical 
remarks on his paper. It was plain from them that there was 
much need for drawing attention to the great and long recog- 
nised, but jet little inown, difference between contraction 
proper and retraction. He could not recognise in ergot the 
power to induce labour or miscarriage except in an indirect and 
uncertain way. It was common to hear of great pains induced 
by ergot, but he had not seen them. We much wanted a 
medicine which had that power, a want not yet supplied. 
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A CASE OP SBEOUS PEEIMETRITIS. 
By Amand Routh, M.D., B.S., M.R.C.P., 

ASBISTAin? OBSTBTBIO FHYSIOIAN CHABINd CBOSS HOSPITAL; FHTSICIAK 

SAMABITAN 7SEE HOSPITAL. 

On October 24th last, E. S — , aet. 27, unmarried, came 
to the out-patient department of the Samaritan Hospital, 
complaining of backache and leucorrhoea, with constant 
headache, dyspepsia, and depression of spirits. She dates 
all these symptoms from her first and only confinement, 
eighteen months before. The physical signs point to sub- 
involution of the uterus, which is three and a quarter inches 
long, heavy, globular, and low in the pelvis, with a capa- 
cious cavity. The cervix is slightly fissured to the right, 
and there is some ectropion of the lips of the cervix on the 
right side, and much endocervical catarrh. 

October 31st. — Came again, feeling better, but as the 
catamenia were present no examination was made. 

November 7th. — The patient was led into the out- 
patient department, prostrate and pallid, saying she had 
caught cold on her way home that day last week, having 
had to wait a long time in a draughty station on a cold 
raw day. 

She states that on the evening of October 31st she felt 
very poorly with nausea, diarrhoea, and coccygodynia, and 
that her catamenia prematurely ceased. Next day she 
had '' the cold shivers," which have been repeated several 
times since. 

On examination, the uterus was found fixed, high up, 
and to the right of its normal position. Douglas's pouch 
and the true pelvis behind the left broad ligament were 
occupied by a hard mass, which caused bulging downwards 
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of Douglas's poucli, and reached upwards into the hypo- 
gastric and left ovarian regions, where a hard, solid, lobu- 
lated lump could be felt. This mass gave a comparatively 
dull percussion-note, but was resonant on deep percussion, 
which was extremely painful. Pressure upon this abdo- 
minal mass was readily conveyed to the finger examining 
per vaginam. 

The right side of the pelvis and the utero-vesical pouch 
were free from inflammatory deposit. 

The urine had a sp. gr. 1022, was acid, and free from 
albumen or sugar. 

Pulse 112, hard and regular, temperature 99"4° (vagina) . 
November 9th.— Admitted yesterday into the hospital. 
Two distinct areas of fluctuation can to-day be felt, one 
low down in Douglas's pouch (the fluid causing much 
bulging into the vagina), the other at a higher level, just 
behind the left broad ligament. After sponging out the 
vagina with Liquor Hydrarg. Perchlor. the aspirator was 
used, and three and a half and one and a half ounces of 
perfectly clear serum were drawn from the two places 
respectively. The last few drops which came away were 
blood-stained. Temperature in vagina 99*6° 

10th. — Patient much easier, had a good night, pulse 
100, temp. 99°. Some induration high up, just behind 
the right broad ligament. My father kindly saw the case 
to-day with me. 

13th. — Pelvic hardness less, and more lobulated ; abdo- 
minal mass less. 

17th. — Absorption of pelvic mass steadily progressing. 
Uterus is being drawn backwards and towards the left 
side by the contracting adhesion. A sense of deep-seated 
resistance alone remains, where the abdominal mass could 
previously be felt. Fundus uteri is moveable and ante- 
verted. Still some pain down inside and back of left leg. 
There is some fluid to-day in Douglas's pouch, which, how- 
ever, is not tense as it was before. 

20th. — XJterus is sinking lower in the pelvis, and is 
uniformly more moveable. The retro-uterine mass is 
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harder^ less regular in outline^ but more defined. No fluid 
in Douglases poucli. 

26th. — Temperature this morning went up to 100° F. 
from normal^ with some pain in left ovarian region. Cata- 
menia, however, came on in a few hours, painlessly, and 
in the evening Jhe temperature was again normal. 

December 4th. — Catamenia have ceased; still a little 
hardness high up in Douglases pouch. The utero-sacral 
folds of peritoneum are easily felt, being thickened and 
semi-rigid. 

The treatment, after aspiration, was rest, hot fomenta- 
tions, hot (105° F.) vaginal injections of iodine and water, 
and a mixture of Liq. Hydrarg. PercHor. 33, and Liq. 
Ferri Perchlor. V[x, Aq. Chlorof. ad ^j, t. d. s., and the 
bowels were relieved daily. 

My colleagues, Drs. Prickett and Griffith, also kindly 
saw the case with me. 

Remarks. — Since Dr. John Williams drew the attention 
of the profession specially to the subject of serous peri- 
metritis, some cases have been recorded tending to show 
that they are not so rare as was at first believed. 

Reasoning from the analogy of the inflammation of other 
serous membranes, it seems probable that if the aspirator 
were used in all cases of perimetritis where fluctuation 
was obtained, with due antiseptic precautions, we should 
frequently get serum instead of pus, as in this case, 
and should then be at once able to give a more favour- 
able prognosis, both as regards duration of illness and 
chance of complete convalescence. Dr. Matthews Duncan 
has shown that although the physical signs point mainly 
to perimetritis, the metritis as the pathological cause 
must not be lost sight of. In these cases of adhesive 
or serous perimetritis, the lymph seems primarily depo- 
sited upon the peritoneum covering the upper and poste- 
rior parts of the fundus uteri, and upon the posterior 
part of one or both broad ligaments (usually the left) . 
This peritonitis may be, apparently, caused either by 
extension of inflammation through the uterine walls, or 
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along the Fallopian tubes (salpingitis). I have seen two 
post-mortem examinations upon patients with subacute 
metritis, the patients having died of some concurrent 
disease, where the upper and posterior surfaces of the 
uterus and the coils of intestines in contact were coated 
with lymph, the broad ligaments being free. 

Having once reached the peritoneum by either of these 
routes, the inflammation spreads by continuity of tissue 
along the visceral and parietal folds of serous membrane, 
limited almost always in front by the broad ligaments 
(which may be bulged forwards), and spreading upwards 
into the abdomen along the coils of small intestine. 

The intestines thus matted together, whilst giving the 
sensation of a hard solid mass when examined with one 
hand, may also, when examined bimanually, give such a 
sense of elasticity from the contained flatus and fluid as to 
very closely simulate fluctuation. The size of the tumour 
thus formed, varies considerably within a few hours' time, 
according to the distension of the coils of intestine 
forming it. 

In the ' British Medical Journal ' for November 7th 
last, Mr. Burton, of the Hospital for Women, Liverpool, 
relates an interesting case of serous perimetritis, and in 
his remarks he appears to think that such cases are cases 
of hsBmatocele. This seems to me improbable, indeed, I 
believe, on the contrary, that the evidence tends to show 
that cases of serous perimetritis are sometimes, perhaps 
often, diagnosed erroneously as hsBmatoceles. 

In both the above case, and Mr. Burton's^ the surface 
of the body was chilled during a process of especial 
physiological activity (menstruation) of the pelvic organs. 
In his case the patient took a cold bath, and in mine she 
was exposed to the draughts of a station platform on a 
cold raw day. In both cases the chill, acting through the 
vaso-motor nerves, changed the physiological uterine con- 
gestion into inflammation (metritis) and the uterine func- 
tion was arrested, the perimetritis f oUovring, as before said, 
by extension of inflammation. 
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The serons effusion seems to continne to be poured out 
after the lymph exudation has fixed the viscera^ so that 
the serum has to make a place for itself by distending 
that part (the lowest part) of Douglas's pouch unoccupied 
by the matted small intestines. In one of Dr. Williams' 
cases the distension of Douglas's pouch downwards was so 
great as to present at the vulva like a rectocele ; and in 
Dr. Matthews Duncan's clinical lectures the author describes 
a case where the pelvic tumour caused the perineum to 
bulge and the rectum at the anus to be partially everted. 
In my own case the serous effusion was slight. 

Mr. DoBAK observed that Dr. Amand Bouth's case tended to 
prove the true signification of the term " serous perimetritis." 
Some irritant material, from the tubes or elsewhere, set up pelvic 
peritonitis. The uterus, tubes, and intestines happened to adhere 
in such a manner as to cut off a segment of peritoneum from 
the general peritoneal cavity. This was the first essential condi- 
tioQ. The inflammatory process not being of a low type, serum 
instead of pus became effused into the occluded portion of the 
peritoneal sac. This was the remaining essential feature in that 
accidental variety of pelvic peritonitis conveniently termed serous 
perimetritis. The absence of high temperature was instructive 
in relation to the characteristic absence of suppuration. Mr. 
Doran could not quite understand Dr. Eouth's uieory about the 
share which the posterior part of the broad ligament might take 
in this disease. Those who had carefully examined the internal 
organs in the post-mortem room could testify that the conventional 
ideas about the position of the tube and broad ligament were 
quite erroneous. The inner two thirds of the tube made a curve 
with its convexity backwards, so that the so-called anterior sur- 
face of the broad ligament looked as much upwards as forwards, 
whilst the posterior lay on the ovary. Thus in pelvic inflam- 
mation the rapid mattmg together of tube, ovary, and broad 
ligament without any previous j>athological disj^acement draw- 
ing them together could be easily explained. The fimbrisd lay 
mostly outside and below the ovary, the long or ovarian fimbria 
ascending the outer surface of the ovary. Mr. Doran admitted 
that real displacement of the broad ligament might take place 
in pelvic peritonitis. Thus a coil of intestine might bulge against 
and push up the tube, and so come in contact with the broad 
ligament, with which it might then contract adhesions. 

Mr. Knowsley Thornton wished to emphasize the remarks 
which had been made as to inflammation in these cases forming 
serum and stopping short of pus formation, and to point to the 
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analogous conditions frequently seen in the pleura. If advan- 
tage was taken of this milder form of inflammation, and the 
serum was evacuated without the admission of anv fresh causes 
of irritation and inflammation, then tension and suppuration 
were avoided with their attendant dangers. But in the earlier 
cases of this disease, whenever, or almost whenever, aspiration 
or tapping was used, suppuration followed, and generally death, 
just as used to be frequently the case with simple pleuritic effu- 
sions which were made suppurative by the admission of air or 
by the use of imperfectly cleaned tapping instruments and con- 
sequent putridity. The great fact brought out by Dr. Amand 
Eouth's case was that, properly performed, aspiration was the 
most speedy cure for serous perimetritis, just as it is the most 
speedy cure for serous pleuritis. The difference in the result 
was to be found in the careful antiseptic precautions which Dr. 
Bouth had taken and described— vagina cleansed with corrosive 
sublimate, clean aspirator, and vagina packed with iodoform 
gauze to receive any after-leakage. Haa he with his aspirator 
introduced putridity into the peritoneal sac, suppuration instead 
of cure would have resulted, and everyone knows what follows 
putrid suppuration in a confined space without adequate drain- 
SLfte, and in these cases the danger is accentuated by the walls 
^the cavity being formed by acQiesion of important and sensi- 
tive organs, with the risk that their adhesions will break down 
and communication with the general peritoneal cavity result. 



JUNE 2nd, 1886. 

Jno. B. Pottbb, M.D., President, in the Chair. 

Present — 86 Fellows and 4 visitors. 

Books were presented by Dr. Aveling, Dr. A. Martin, 
Dr. Mnrphy and the American Oynascological Society. 

Charles Owen Fowler, M.D.Bmssels, and William 
Edward Steavenson, M.D.Cantab., were admitted Fellows 
of the Society. 

John W. Byers, M.A., M.D. (Belfast) was declared 
admitted. 

The following gentlemen were elected Fellows of the 
Society : — Tom Bates, L.E.C.P.Ed. (Worcester) ; Joshua 
John Cox, M.D.Ed. (Manchester) ; Archibald Donald, 
M.A., M.B.Ed. (Manchester) ; Arthur Andrew Jamison, 
M.D.Glas. (St. Helen's) ; William Owen Jones, M.R.C.S. 
(Manchester) ; Alfred Edmund Kennedy, L.E.C.P.Ed. 
(Plaistow) ; William Lauder, M.B.Ed. (Manchester) ; 
Arthur Matthey, L.E.C.P.Ed. (Croydon) ; Herbert Smith 
Eenshaw, M.D. St. And. (Manchester) ; Arthur Edwin 
SutclifPe, M.E.C.S. (Manchester) ; Walter Eeginald Tuc- 
kett, M.E.C.S. (Bath) ; and Arthur Thomas Winterbottom 
L.E.C.P.Ed. (Swinton). 

The following gentlemen were proposed for election : — 
Hunter Jackson Barron, M.D.Ed. ; Eichard Broughton 
Bothamley, M.E.C.S. (Bromley) ; Arthur Bristowe Car- 
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penter, M.A., M.B.Oxon. (Croydon) ; Charles William 
Chapman^ L.R.C.P.Lond. (Shepherd^s Bash) ; David 
Fennell, L.K.Q.C.P.I. ; Herbert Alfred Hill Fenton, 
M.D.Brussels ; Ernest Harding Preeland, L.R.C.P.Lond. ; 
Ernest Carrick Freeman, L.R.C.P.Lond. ; Henry Croker 
Garde, L.R.C.P.Ed. (Queensland) ; Henry Nelson Hol- 
berton, L.R.C.P.Lond. (East Molesey) ; Charles John 
Jacomb-Hood, L.R.C.P.; William McMuUen, L.K.Q.C.P.; 
Shadforth Morton, M.D.Durham (Croydon) ; Arthur 
Wesley Oyle, L.R.C.P.Lond. ; Frederick Arthur Thomas 
O'Meara, L.R.C.P. ; Thomas Alex. Papillon, L.R.C.P.Ed. 
(Oakham) ; Henry J. Prangley, L.R.C.P.Lond (Anerley) ; 
Thomas Arthur Richardson, M.R.C.S. (Croydon) ; Frank 
Rushworth, M.B.Lond. ; Bernard Charles Scott, M.R.C.S. 
(Penge) ; Samuel Parsons Smith, L.K.Q.C.P. (Croydon) ; 
and George Stephen Ware, L.R.C.P.Lond. 



MULTIPLE FIBROMTOMATA COMPLICATING A 

TWIN PREGNANCY. 

By John Phillips, B.A., M.B.Cantab., M.R.O.P. 

Db. John Phillips showed a uterus with this com- 
plication. The history of the case was as follows : — ^The 
patient, a primipara, aged thirty-six years, was first seen 
when slightly over seven months pregnant. There was 
no previous history of enlargement of the abdomen, 
monorrhagia or dysmenorrhoea. Her abdomen was much 
distended, and she had been compelled to keep her bed 
for three weeks. In the right hypochondrium was a 
tumour the size of a foetal head, mobile and painless (a) ; 
a similar one could be felt, but deeper down in the left 
side (6). Slightly to the left of this latter was what 
was taken for a breech and which turned out to be 
so, and belonged to the first child. Below the umbilicas 
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was a bilobed body (c), apparently another breech, while 
in the left inguinal region was a semisolid tumour, not 
mobile, but very tender on pressure (e). There was 
marked supra-pubic oedema. Per vaginam, in the anterior 
cul-de-sac was a mass blocking up the anterior third of 
the pelvis, and evidently the lower portion of the tumour 
last mentioned. Behind but considerably above this was 
a freely mobile foetal head. At no time was any foetal 
heart-sound to be detected. On handling any of these 
tumoars, and spontaneously at irregular intervals, they 
would harden and stand out more prominently. It was 




therefore thought that they were foetal extremities sur- 
rounded by a very thin-walled uterus. A diagnosis, 
therefore, of triplets with a fibromyoma in the anterior 
wall was made. Four days later she was seized with 
considerable pain in the left side, which did not give way 
under morphia. Her pulse and temperature rose to 120 
and 101|-° respectively.' The tongue dry and brown, 
and her facies very anxious. The abdominal wall was 
becoming of a purplish-red colour. Labour was therefore 
induced by passing a gum-elastic catheter between the 
membranes and the uterine wall. The small head became 
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engaged in the pelvis, and after a very prolonged expul- 
sive stage (during which the tumour was from time to 
time pushed out of the way) passed into the vagina. 
As she was becoming much exhausted, forceps was applied 
on the perineum. A breech was now detected presenting ; 
another trilobed body (/) could be felt below and to the 
right of the first tumour (a), and the breech in the left 
side had disappeared. Labour pains came on again in 
two hours time, and another female, stillborn, was expelled. 
The placenta came away without any haamorrhage, and 
the uterine cavity remained quite small. There was a 
single, bilobed placenta, the cords were separate and 
centrally attached, and there ' were two amniotic sacs. 
Immediately after labour the patient complained of intense 
pain in the region of the liver, and some torsion of one 
of the fibroids was suspected. The patient died fifteen 
hours after labour, apparently of shock. The post-mortem 
was unfortunately only allowed to a limited extent. The 
lowest tumour (e) was found bruised, softened, and of the 
size of a flattened orange. A small fibromyoma attached 
to the fundus was closely attached by adhesions to the 
round ligament of the liver (l) ; the uterine body con- 
tracting as its cavity was emptied stretched these adhesions 
and produced the acute hepatic pain before death. There 
was a true corpus luteum in each ovary. Dr. Phillips 
thought the chief points of interest were : 1st. The occur- 
rence of the contractions of the tumours already alluded 
to. 2nd. The entire absenpe of hsBmorrhage, which could 
only be accounted for by the placenta being situated on 
a healthy portion of the uterine wall, and not over one 
of the tumours. 8rd. The situation of the obstructing 
tumour in the pelvis would have prohibited Porro^s 
operation. No alternative was left therefore between 
induction of premature labour and the Caesarian operation. 
Out of seven cases of this kind on record, there were five 
deaths, while McClintock^s fatal case of triplets was well 
known. The author thought that the prognosis was much 
more grave in a multiple than in a single pregnancy. 
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Dr. M. Handfield-Jonbs agreed with Dr. Phillips that the 
site of the placenta was of the greatest importance with refer- 
ence to the probability of post-|>artum hsemorrhage. In a 
case that had lately come under his notice death had occurred 
from very severe post-partum hsemorrhage, and the placenta was 
found post-mortem to have been implanted over the site of a 
large fibroid. In Dr. Phillips's case tiie placenta had doubtless 
not been attached over the situation of the tumour, and post- 
partum hsBmorrhage had been absent. 

In reply. Dr. Phillips said that when the uterus was distorted 
by fibroids the placenta was apt to assume an abnormal implan- 
tation, being preevia, or often over a fibroid itself ; in such cases 
haemorrhage was frequently fatal. He felt it was entirely due 
to the placenta being inserted where it was that no haemorrhage 
took place. 



PCETUS AND PLACENTA OF EXTRA-UTBRINB 
GESTATION REMOVED BY ABDOMINAL SEC- 
TION. 

By G. Ernest Hbbhan^ M.B. 

Db. Hebhan exhibited this specimen. The patient had 
ceased to menstruate at the beginning of May^ 1885. In 
the middle of June she had symptoms which, from her 
own account, resembled those of pelvic peritonitis, and had 
what she thought was a miscarriage. In February, 1886, 
spurious labour came on. On May 7th abdominal section 
was performed by Dr. Herman, and the foetus with its 
membranes and the placenta removed. 

On opening the abdomen, the foetus was found enveloped 
in its membranes, the liquor amnii completely absorbed, 
and the membranes closely adherent to the foetus. There 
were some easily broken down adhesions between the 
foetal membranes and the bowels, and when these had 
been torn through the foetus was removed. The placenta 
formed an ovoid swelling rather larger than a foetal head, 
which was attached to the anterior abdominal wall, the 
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anterior and upper sarface of the bladder^ and the left 
broad ligament. There were also some vascular adhesions 
between the placenta and the omentum. These were 
tied and divided. The adhesion between the placenta 
and the bladder and the anterior abdominal wall was 
carefully separated by tearing^ the relations of the bladder 
having been first ascertained by a sound passed into it. 
One bleeding point on the adherent surface of the bladder 
required ligature. A blunt pedicle needle was passed 
through the left broad ligament (from which the placenta 
appeared to derive its chief vascular supply)^ it was tied 
in two partSj and the placenta then cut away. The 
uterus was behind and below the placenta and quite 
unconnected with it. The placenta was not attached to 
the left ovary^ but its attachment extended so close to 
the ovary that this organ had to be included in the part 
separated by the ligature. The operation was performed 
with antiseptic precautions. The patient perfectly re- 
covered. 

The foetus^ a male^ weighed 3 lbs. 8 oz. It was com- 
pressed and flattened at the parts subject to mutual pres- 
sure, but presented no other signs of decomposition. 

The placenta weighed 28^ oz. The umbilical cord was 
shrivelled to a mere thread. The placenta was a soft 
spongy mass, ovoid in shape, and covered externally by 
smooth membrane. On section it seemed as if formed of 
placental tissue with extravasated blood in the spaces 
between the vascular tufts. 

Mr. Alban Dosan said that no two cases of extra-uterine 
pregnancy were alike. At any particular operation, it was often 
very difficult to ascertain whether the foetal sac could safely 
be removed. In a case which occurred in his own practice, 
and which he intended to relate before the Society, the cyst, 
when exposed, so closely resembled a malignant ovarian tumour 
that he was afraid to cut into it in case uncontrollable hsemor- 
rhage might be caused. It was not until several close adhe- 
sions had been broken down and injury done to the intestine 
that the sac was found to contain a foetus.. The patient died. 
No doubt it would have been safe to follow Mr, Tait's principles 
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and to open the sac which proved, in this case, irremoveable, 
only it was certain that the sac and placenta was in some cases 
remoreable, and they were better out than in. 

Dr. Hbbman said that there were great differences between 
different cases of extra-uterine gestation, and general rules 
drawn from statistical tables framed from a number of miscel- 
laneous cases ought not to be applied to individual cases 
without discrimination. In the present case he attributed the 
possibility of removing the placenta and the favourable result 
of that practice to the peculiar shape and condition of the 
placenta. Cases like this, in which the placenta formed a solid 
mass, attached over a comparatively small area, ought to be 
separated, so far as the method of operative treatment was 
concerned, from those in which the placenta was thin and 
spread out over a lai^ area. Cases of the former kind, he 
thought, were rare ; but it was in them that removal of the 
placenta was possible, and where possible, it was clearly 
advantageous. 
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NOTE ON THE ARTIFICIAL PRODUCTION OF SO- 
CALLED LYMPHATIC VARIX. 

By Francis Heney Champneys, M.A., M.B.Oxon., F.R.C.P., 

OBBTBTBIO FHYBIOIAV TO BT. aBOBOB'S HOSPITAL. 

In vol. xxiii of the ' Obstetrical Transactions ' will be 
found (p. 132) a paper by Dr. Matthews Duncan on a 
" Case of Phlegmasia Dolens with Lymphatic Varix/^ 
with a plate. 

The case was one of malignant disease in the pelvis^ 
with phlegmasia dolens of the left leg^ and a patch of 
'* distended lymphatics " in the skin of the upper and 
outer anterior surface of the left thigh. '' The projecting 
vessels, covered by epidermis, having a yellowish-white 
tint and pearly lustre, were seen and felt, and the prick 
of the small point of a knife allowed a large drop of limpid 
lymph to immediately exude.^' 

As the phlegmasia subsided in the left leg it began in 
the right, and in the skin of the right thigh, exactly 
corresponding to the patch on the left, a patch of 
^' spindle-shaped, ribbon-like skin cracks '^ became trans- 
formed into lymphatic varices like those on the left. 

Dr. Duncan remarks : " It seems highly probable 
that the mechanical weakening of the skin, as of a band- 
age, which should be uniformly strained and uniformly 
support subjacent parts, was a predisposing cause of the 
lymphangiectasis in their special situation. Lastly, it is 
highly probable that this visible lymphangiectasis was not 
the result of any special inflammation or obstruction to 
the course of the lymph in these parts, but that the 
obstruction was general in the limb and produced visible 
lymphangiectasis where the skin, as aforesaid, was 
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weakened ^by skin-cracks. Had there been skin-cracks 
elsewhere in the limbs we should have expected lymphan- 
giectasis in the same places. Probably the whole lym- 
phatics of the limbs were distended^ bat became visibly 
varicose at the affected parts^ because there imperfectly 
supported Similar transformations of skin- 
cracks^ or the simultaneous occurrence of skin-cracking 
and lymphatic distension^ are often observed in the skin of 
the abdomen of pregnant women and elsewhere/' 

I had the advantage of seeing Dr. Duncan's case^ and 
had no doubt that the above explanation was correct. I 
therefore determined to see whether '' lymphatic varices " 
could not be produced at will by the simple expedient of 
cupping the skin-cracks in lying-in women. If this suc- 
ceededj it would evidently be due to a general oedema 
showing most plainly over the least supported parts of 
the skin^ and not to any peculiar arrangement of lympha- 
tics^ nor to obstruction of any particular lymphatic trunks. 
In this case " lymphatic varix '' would be a somewhat 
misleading term. 

The experiment succeeded perfectly^ as the following 
cases show. 

No. 46. — ^Admitted to the General Lying-in Hospital 
March 20th^ 1882^ set. 33^ 7-para. On the tenth day 
after delivery a cupping-glass was applied to some pale 
ribbon-cracks on the outer side of the left thigh^ espe-4 
cially to two large ones. The strias were depressed as 
usual. When the glass had been applied^ the striss 
around the glass^ and crossed by its edge^ were seen to 
swell up. There was some oedema produced in those 
beneath the glass, but less. 

No. 48.— Admitted March 22nd, 1882, set. 20 ; 1-para. 
On the seventh day a cupping-glass was applied to some 
loose and depressed striae on the outer part of the right 
thigh. After cupping, no depression could any longer be 
felt over the site of these ribbon-cracks, but on the other 
hand no oedema. Their colour denoted ecchymosis, being 
livid and bluish. Two petechial marks about the size of 
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a pin's head appeared^ and the skin over one of the strisB 
gave way. 

In these two cases I capped the striad by dipping a 
piece of blotting paper in spiritj lighting it, patting it into 
the glass, and applying the glass. The effect thas pro- 
daced.is great and sadden. 

In the following cases Dr. Boxall (hoase phj^ician) 
capped the striao by applying a heated glass, the effect 
of which is less strong and more gradaal. It will be 
observed that in both these cases there was no oedema 
present. In the first, however, the strisd crossed by the 
edge of the capping-glass became convex, pearly, and 
moniliform, and exactly resembled those of Dr. Dancan's 
case of " lymphatic varix '^ in these respects. 

The reason why the striss aroand the edge of the glass 
became distended is probably that the lymph channels in 
qaestion are the saperficial cntaneons and sabcataneoas 
lymph spaces ; the lymph was drawn horizontally towards 
the capping-glass, bat obstracted by its edge, Vhich was 
firmly pressed by the atmospheric pressare. Had the lymph 
been derived from the deeper parts, the strisB beneath the 
glass rather than aroand it woald have been oedematoas. 

In the second case, the resalt was less satisfactory, 
little being prodaced beyond a slight filling ap of the 
depressed ribbon-cracks beneath the capping-glass. 

It was determined, therefore, to choose sach cases as had 
evidence of oedema, and to cap the striae before delivery, 
as the oedema often rapidly sabsides after delivery. 

The resalt was in every case snccessfal as the following 
cases show : 

No. 131.— Admitted Jane 21st, 1884, ^t. 25, 4-para. 
On admission there was considerable oedema of feet, legs, 
and part of abdominal walls. On the abdominal wsJls 
are many pale oedematoas striae, vertical in direction below 
the navel, and more or less transverse above. Some of 
the pale ribbon-cracks on the abdomen which were not 
oedematoas were ''capped,^' and immediately became 
oedematoas like the others. 
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No. 162.— Admitted July 18th, 1885, set. 87, 10-para. 
On admission there was considerable oedema of the legs, 
feet, and abdominal walls. On the abdomen were a con- 
siderable number of pale, vertically arranged, rather 
small ribbon-cracks, extending from the pubes to two 
inches above the navel ; those within three inches of the 
pubes were cedematous. A cupping-glass was applied to 
those which were not cedematous, and these became 
cedematous. 

No. 180. — Admitted August 8th, 1884> 89t. 22, 1-para. 
A week before admission the patient was found to be 
suffering from chronic nephritis. There was considerable 
oedema of the feet and face ; slight oedema of the right 
labium majus and of part of the abdominal walls. There 
were many well-marked blue ribbon-cracks running 
vertically below the navel, and others elsewhere in other 
directions. On applying the cupping-glass to some of 
those not cedematous, they became cedematous, and also 
for J inch round the cupping-glass. 

No. 212.— Admitted September 6th, 1884, set. 15, 
1-para. On admission there was slight oedema of the 
ankles, considerable oedema of the abdominal walls. Some 
of the blue ribbon-cracks on the abdomen which were not 
cedematous were cupped, and became cedematous with 
slight extravasation of blood, and in one place a bleb the 
size of a threepenny piece formed and then ruptured. 
The oedema was well marked in the stri89 J — J inch out- 
side the cupping-glass. The contents of one of these 
striae not tinged with blood were put under the micro- 
scope, and presented a few cells like white blood-cor- 
puscles. In the last four cases, the oedema was 
especially apparent in the striae beneath the glass, though 
also in those around it. The difference probably con- 
sisted in the mode of cupping, as above explained. 

The production of blebs of blood over the blue ribbon- 
cracks must be noted. The blood became extravasated 
by the pressure which produced the ^' lymphatic varix.*^ 

The result seems to show that *' lymphatic varix" and 
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'^ distended lymphatics '' are the result, not of any special 
arrangement of the lymphatic vessels corresponding to the 
site of the peculiar appearances, but to general oedema, 
projecting most at the least supported parts of the skin. 
In this case the accepted names for the condition would 
seem to be misleading. 

The above small contribution is offered to a subject 
which is very imperfectly understood. The whole subject 
of skin-cracks is surrounded with difficulties, and the 
exact nature of the changes is not settled. 

As regards lymphatic varix, the same may be said, but 
it may be observed that the lymphatic vessels of the thigh 
are scantily distributed over the anterior and outer aspect, 
(where these so-called ''lymphatic varices^' are nume- 
rous), and are numerous about the saphenous opening 
and inguinal region (where these so-called ''lymphatic 
varices '' are scanty or absent). In their direction also 
they differ, these so-called " lymphatic varices '' running 
parallel with the long axis of the limb, whereas the 
lymphatic vessels converge towards the glands about the 
saphenous opening and inguinal region. Thus they differ 
from each other, both in situation and direction. They 
also differ from the cases of undoubted varicosity of 
lymphatic vessels on record, for these follow the known 
course and distribution of the lymphatic vessels. 

The same may be said of the lymphatics of the lower 
abdominal wall which converge towards the groin. 

The moniliform appearance over the thighs which 
might be taken as indicative of true lymphatic vessels is 
equally well explained by the known shape of the skin- 
cracks in these regions. 

The above experiments confirm the opinion expressed 
by Matthews Duncan and quoted above, and indeed prove 
it to demonstration. 

Dr. Hebman said that Dr. Cbampneys had spoken in his 
paper of " lymphatic OBdema," and in his remarks of '* cedema." 
He asked whether this alternative mode of expression was simply 
employed for brevity, or whether it indicated the author's view 
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as to the nature of the fluid fiUiag the cracks. He beliered, in 
common with many others, that in phlegmasia dolens there was 
not simply ordinary oedema from venous obstruction, but that 
there was obstruction in the lymphatic system of the limb. 
There was little direct proof of this, but there was strong argu- 
ments from analogy in favour of it. He had looked on Dr. 
Duncan's case as an important one, because if the fluid in the 
varicose skin-cracks were lymph it furnished some direct evi- 
dence that there was obstruction to the return of lymph from 
the limb. He asked whether Dr. Champneys was of opinion 
that his experiments had any bearing on this question P When 
he spoke of oedema, did he mean merely the kind of swelling 
that residted from altered pressure relations in the capillaries, 
such as resulted from venous obstruction, or could be produced 
anywhere by a cupping-glass ? Or did he mean by '* lymphatic 
oedema" that in ms opinion the fluid was lymph and had been 
exuded from lymphatic vessels ? 

Dr. M. Handfisld-Jonbs called Dr. Champneys' attention 
to three cases of dilatation of lymphatic radicles which had 
occurred in St. Mary's Hospital, and notes of which were pub- 
lished in the 'Lancet' for August 7th, 1875. These cases 
closely resembled the case published by Dr. Matthews Duncan 
in the 'Obstetrical Transactions.' Following the history of 
these cases it would seem that mere oedema alone was not suffi- 
cient to produce the appearances described. In Dr. M. Hand- 
fleld-Jones's opinion some active pathological change attacked 
the small lymph-spaces from which the lymphatic channels started 
and spread from thence along the larger canals. It was cer- 
tainly noteworthy that, considering the frequency of oedema of 
the lower limbs, the appearances described in the cases referred 
to were rare. 

In reply. Dr. Champneys said that his paper was an argument 
that the so-called ** lymphatic oedema " was not a special aJEection 
of lymphatic vessels, but was merely a general oeaema, showing 
most plainly at the weakest parts of tike skin. Dr. Matthews 
Duncan had expressed this opinion in the words quoted from 
Dr. Duncan's paper, and Dr. Champneys had endeavoured to 
prove by experiment the correctness of this opinion. 
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NOTE ON ONE OP THE CAUSES OP DIPPI- 
CULTY IN TURNING, WITH REMARKS ON 
THE PRACTICE OP AMPUTATING THE PRO- 
CIDENT ARM. 

By G. Ernest Hisicak, M.B.Lond.j P.R.C.P., 

0B8TBTBI0 FHTSICIAIT TO THB LOVDOK HOSPITAL, AKD LBOTUBBB OK 

XIDWIPSBT. 

TuBNiNQ in cases of transverse presentation is generally 
an easy operation ; but it is sometimes very difficult. The 
difficult cases are those in which the liquor amnii has 
escaped^ and the uterus^ contracting round the body of the 
child, has forced the presenting part down into the pelvis. 
This state of things makes it difficult to pass up the hand 
and seize the foot, and also difficult to turn the child 
when the foot has been seized. The well-known method 
of overcoming the difficulty which is described in every 
text-book, is to put a noose round the foot, and by this 
noose pull at the lower extremity, while at the same time 
with the hand in the vagina the shoulder is pushed up. 

The object of the present communication is to invite 
attention to certain difficult cases in which even this 
manoeuvre will fail unless the pressure on the shoulder be 
applied in the proper way. I have not found any published 
description of this particular variety of difficult version, 
and therefore make it the subject of a brief note. 

In these cases it is moderately easy to seize and bring 
down a foot. But this being done, and a noose put round 
the foot and pulled upon, efforts made in the ordinary way, 
that is, by pressure upwards on the shoulder or thorax, 
prove unavailing. The obstruction to rotation of the child 
is the projection of the point of the shoulder below the 
imperfectly dilated os uteri internum. (I use the term 
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OS uteri internum '' in the old and commonly understood 
sense of a ring of contraction in the uterine canal situated 
higher up than the os externum.) The os uteri must be 
nearly fully dilated^ for without considerable dilatation the 
shoulder cannot come down ; or it may be that it has fully 
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dilated and then contracted again. However the constric- 
tion arise^ there is present^ two or three inches above the 
os externum^ a ring where the uterine canal is smaller than 
at the parts above and below it. The arm having come 
down into the vagina^ the scapula and clavicle lie across 
the cervical canal^ the point of the shoulder presses against 
the cervix^ and the os internum forms a ring which 
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encircles the shoulder, passing from the root of the neck 
round below the scapula (speaking with reference to the 
foetus). The arm and scapula are thus below the ring 
formed by the os internum, which forms a sort of ridge 
projecting into the hollow between the neck and the point 
of the shoulder, being above the shoulder, and preventing 
it from rising when the attempt is made to rotate the 
child. 

Attempts to turn according to the ordinary method make 
this obstruction to rotation more powerfully operative ; 
because when the hand is passed up along the abdomen of 
the child its presence in the limited space of the cervical 
canal presses the point of the shoulder still more strongly 
against the cervix, and when pressure is made upwards on 
the thorax, this jams the point of the shoulder below the 
projecting ring of the cervix, and efforts at turning are in 
consequence fruitless. 

If the cause of the difficulty is recognised, the method 
of overcoming it is clear. It is, to raise the shoulder, 
not by pushing at the side of the chest, but by pressure 
on the point of the shoulder, so as to move it towards the 
middle line of the cervical canal. 

I have seen three cases in which the condition above 
described appeared to me to be the cause of difficulty in 
turning. 

The first case was that of a patient of the Boyal 
Maternity Charity. When sent for I happened to be out, 
and the midwife therefore sent for a neighbouring medical 
practitioner. He seized and brought down a foot without 
difficulty, but could not make the child rotate. After 
prolonged attempts, he sent for another medical man, of 
very large experience, and the patient being ansesthetised, 
both legs were brought down; but still the shoulder 
could not be moved up. After about three quarters of 
an hour^s endeavour, the operation was desisted from, 
and I was again sent for. I found that the obstruction 
was that which I have above described ; that the point of 
the shoulder was lodged below the projecting ring of the 
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internal os. I pressed the point of the shoulder towards 
the middle line of the cervical canal^ while I pulled on the 
foot by means of a noose. The shoulder was thus 
liberated, the child rotated, and delivery was easily 
efEected. 

The next case in which I observed the same difficulty 
was also in the Royal Maternity Charity. Here, having 
seized a leg, I found that I could not make the child 
rotate. A careful examination showed me that it was the 
point of the shoulder projecting below the internal os 
which prevented the rotation of the child. Pressing this 
part away from the wall of the canal at the same time 
that I pulled upon the leg by means of a noose, turning 
was accomplished. On examination of the child the livid 
swelling of the shoulder showed where it had been en- 
circled by the os, viz. in a line running so as to include 
within it the whole scapula. 

The third case in which I have seen difficulty of this 
kind occurred in the practice of the Guy's Hospital 
Maternity Charity. The presentation being transverse 
the Obstetric Resident was sent for. He brought down 
a foot without much difficulty, but could not make the 
child rotate. Dr. Horrocks being at the time absent from 
town, I was sent for. I found the difficulty to be that 
described in the two former cases, viz. the hitching of 
the shoulder below the os internum. By pressing the 
point of the shoulder towards the middle line of the cervi- 
cal canal, at the same time that I pulled on the foot by a 
noose, I was able to quickly turn and deliver. After the 
child was bom, the swelling of the shoulder, bounded by 
a line passing below the scapula, showed the part that the 
OS uteri had encircled. 

Taking it for granted that the cases now described 
have been correctly interpreted, they throw light on some 
others, of which there are a sufficient number on record to 
establish the fact which they illustrate. I refer to cases 
in which turning has been facilitated by amputation of 
the procident arm. In the ' Edinburgh Medical Journal ' 
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I find* a letter signed '* X. Y. Z./' in which the writer, who 
says that he is a practitioner of forty-eight years' expe- 
rience, describes a case in which after prolonged and 
repeated, but unsuccessful, attempts to turn, he amputated 
the arms with a scalpel, and when this had been done the 
child was easily turned. He goes on to say that he has 
adopted this plan on several occasions, and never had 
occasion to regret it. In the ' Annales de Gyn^cologie 't 
Dr. Penard, of Rochefort, writes on the subject, and 
while condemning the practice so long as the child is 
alive, yet he finds there are cases in which, when the child 
is dead and version impracticable, and therefore embryo- 
tomy or decapitation seems called for, turning can be 
performed when the procident arm has been removed, 
and therefore he urges that, in such cases, amputation of 
the arm may be looked upon as a substitute for embryo- 
tomy. To Dr. P6nard*s paper is appended a postscript 
by Dr. Pinard, of Paris, who says that he has seen this 
practice give good results in the hands of (Ehler, Depaul, 
and Blot, and knows that many times Professor Pajot and 
Professor Stoltz have performed version in cases in which 
it had previously been thought impossible, after simply 
amputating the upper extremity. This statement, as far 
as I know, has not been contradicted by the persons to 
whom it refers. Wittcke;]: describes a case of transverse 
presentation with jamming of the shoulder into the pelvis, 
in which, after amputation of the arm, spontaneoas version 
took place ; and mentions two others, in which, after dis- 
articulation of the shoulder, version, previously impossible, 
became easy. In the ' British Medical Journal ' for April 
2nd, 1881, p. 511, Mr. W. Donaldson advocates the re- 
moval of the bones of the arm and shoulder as a means 
of facilitating version, and says he has found it '^ex- 
tremely serviceable in many cases.*' At p. 720 of the 
same volume, Mr. T. Beaufoy Green describes a case in 

* October, 1872, p. 381. 

t December, 1879. 

t Siebold's ' Jonnial fiir OebartshWe/ Band xvi, S. 684. 
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which, the shoulder being firmly wedged into the brim of 
the pelvis, and turning " quite impossible,*^ he removed 
the arm and scapula, and was then able to turn. 

I cannot imagine any way, except by some such 
mechanism as I have described in the first part of this 
communication, in which amputation of the arm can affect 
the ease or difficulty of performing version. If we assume 
that the obstacle to turning in the cases referred to in the 
latter part was the projection of the point of the shoulder 
below the imperfectly dilated internal os, then it is quite 
easy to understand how the amputation of the arm should 
free the shoulder and allow the child to be turned. 

It is needless to point out the objections to the practice 
of amputation of the arm if the child be living. If my 
supposition as to the nature of the difficulty in the cases 
in which amputation of the arm has rendered turning easy 
be correct, this operation is unnecessary, as well as 
objectionable ; for the difficulty can be surmounted in the 
manner I have pointed out. As a first step to delivery by 
embryotomy, for which purpose amputation of the arm has 
been often advocated by the older writers, it is less effica- 
cious than decapitation ; and, by depriving the operator 
of a good hold of the fcetus, makes the subsequent pro- 
ceedings more difficult. 

Notwithstanding that the objections to amputation of 
the procident arm as a preliminary to turning are so grave 
that it ought not to be done, yet there is good testimony 
to show that'insome cases it is efEectual in rendering turning 
easy, and I believe that these cases are such as have been 
described in the first part of this communication. 

Dr. Galabin said that he had often felt the ring of constric- 
tion caused by the internal os retracted above the level of the 
head, and rendering version difficult or impossible in head pre- 
sentation. He scarcely thought, however, that it could ever 
form such a complete obstacle in sboulder presentation, because 
there could be no constriction aboye the shoulder at all com- 
parable to the neck in head presentation; and he did not 
think therefore that the internal os could prevent the shoulder 
being pushed directly upward. It might, however prevent its 
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ascent when the attempt to turn was made by acting on both 
poles of the f OBtns at once, in the waj described bj Dr. Herman, 
for this would require a movement of the shoulder, not directly 
upward, but upward and outward, and this would be more likely 
to be resisted oy the projecting ring. He thought, at any rate, 
that the obstacle could not often prove insuperable. He had 
never had occasion to cut oft the arm, or push the shoulder 
toward the centre in the way suggested by Dr. Herman, and he 
had only once met with a case in which it proved impossible to 
turn, and it was necessary to have recourse to decapitation or 
other form of embryotomy. In this instance a shoulder had 
been mistaken for a breech presentation; expectant treatment 
had been followed for two days ; the foetus had become decom- 
posed, the uterus rigidly contracted round it. A leg could be 
secured, but came off at the thigh when traction was made, and 
thus version could not be completed. He believed that there 
was no instance in the records of the Guy's Hospital Charity in 
which version proved impossible and the alternative of embryo- 
tomy became necessary. Possibly the obstruction mentioned by 
Dr. Herman was overcome, without its existence being dis- 
tinctly recognised by a plan which he had often adopted. In 
cases in which version by simple traction on the legs failed, and 
it became necessary to act on both poles of the foetus, he had 
found it preferable in many cases not to make this action simul- 
taneous, but alternately to pull down the leg and push up the 
shoulder. In this way the shoulder might probably be passed 
directly upward and not outward against the projecting internal 
08. He asked Dr. Herman whether, in his experience, he had 
found the expedient he described always successful in cases of 
difficult version, or whether recourse to embryotomy still ever 
proved necessary. 

Dr. Champneys said he was acquainted with constriction of 
the neck of the foetus by the lower uterine segment in cases of 
head presentation, impeding version, but not with constriction 
of the shoulder from the same cause. 

Dr. Hebman said that he did not assert that the condition 
described in his paper was the cause of difficulty in every case 
of difficult version ; on the contrary, he thought it an occasional 
and rare source of difficulty. One characteristic feature of these 
cases was that there was little difficulty in bringing down the 
foot, but much in turning the child ; while, where the uterus 
was contracted tonically round the child, there was difficulty in 
getting the foot. He agreed with Dr. G-alabin, and had pointed 
out in his paper, that the difficulty described was augmented 
by pushing up the shoulder at the same time that the leg was 
pulled upon. But he did not think that it was entirely produced 
in this way, for the defined swelling of the shoulder which was 
present showed that it had been encircled for a considerable 
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time longer than was occupied by attempts at version. The 
existence of a ring of contraction above the shoulder was not a 
supposition only on his part ; he had felt the ring. In tumii^, 
he adopted the practice which had been defended in a valuable 
paper communicated to the Society by Dr. Qalabin, viz. of 
seizing the most easily accessible foot. He did not find that 
much force was required to liberate the shoulder in these cases ; 
the important point was that it should be applied in the proper 
direction. Attempts at turning had been made in one of nis 
cases for three quarters of an hour under anaesthesia. In the 
second, ansBsthesia was not employed. As to the third, he did 
not remember. 



158 



POUR CASES OF SPURIOUS HERMAPHRODITISM 

IN ONE FAMILY. 

By John Phillips, B.A., M.B.Cantab., M.R.O.P., 

FHYBICIAK TO THE BBITIBH LYIVO-IN HOSPITAL; BENIOB ASBIBTAirT 
FHYSIOIAN, OHBLBBA HOSPITAL POB WOMBK. 

Cases of spurious hermaphroditism in the male or 
female are not uncommon, but I have been unable to 
discover a case on record where details of family history 
or other facts were given to assist in elucidating the causes 
of this obscure deformity. 

Recently I have had one of these abnormalities under 
my care and have had ample facilities for making a 
thorough investigation as regards its antecedents, and, 
moreover, of performing a post-mortem examination, the 
result of which I have the honour of laying before the 
Society this evening. 

Mrs. B. C — y the mother, 8Bt. 32, was delivered naturally 
at full time, without any untoward symptom, December 
10th, 1885, this being her ninth pregnancy. She made a 
fair recovery, 

The history of her previous pregnancies is as follows : 

1st. A miscarriage at three and a half months, brought 
on by prolonged constipation which necessitated copious 
enemata for its relief. 

2nd. Terminated at full time ; a girl, who died in con- 
vulsions twelve and a half hours after birth. The labour 
was normal and easy. 

3rd. Also at full time ; a boy, now alive and well, aged 
ten years. 

4th. At term ; hermaphrodite, but in accordance with 
medical opinion it was christened a girl. This child 
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gradually wasted and died aged twenty-four days. The 
genital organs had much the appearance of those in the 
specimen. The mother was badly frightened by a run- 
away horse in her third month of pregnancy. 

5th. Also at term ; a boy^ alive and well at present^ 
aged seven years. 

6th. Terminated at full time; hermaphrodite, similar 
to the previous one^ and^ like it^ gradually wasted and died 
aged fifty-nine days. During the whole of this pregnancy 
the mother had been in great fear that the child would 
have some deformity of the genitals. 

7th. At term ; a girl^ alive and well^ aged three and a 
half years. 

8th. Terminated at full time; hermaphrodite, and 
according to medical opinion was christened a boy. The 
scrotum was more closed up than the two former ones and 
the clitoris much larger. This child also wasted gradually 
and died aged forty days. 

9th. At term ; hermaphrodite, named as a boy. This 
child took the breast and kept well for a week as the 
others did ; it then began to waste and died aged nineteen 
days. During this pregnancy the mother was greatly 
troubled about having children so often with this 
deformity. 

Family history* — This I went into as thoroughly as 
possible^ personally examining where feasible each indi- 
vidual. For the better understanding of the ramifications 
of the family I append a genealogical tree. 

Parents of father. Parents of mother. 

I ! 

Half-brother. Father of patient. Mother of patient. ^ <? married. 

J J ! (ob. cardiac disease.) | 



^ k 



$ k ^ ^ $ T^ ^ 

boindead. ^ 

$ ? dead. 



at 3| mos. 



ob. nt. ttt. ob. eet. ob. set. ob. set. ob. »t. 



laihrs. lOyrs. 34dys. 7yrs. 69dy8. Sfyrs. 40dys. ISdys. 

The father is short, five feet seven inches, but well 
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formed ; complexion and liair dark ; the right inguinal 
region bulges considerably, especially on coughing, and 
the abdominal wall is evidently very weak. The urethral 
meatus is prolonged downwards to join the frasnum. 
According to Druitt it is very common for the last half 
inch of the urethra to be malformed. 

The third child, a boy, is normal in every way ; the 
prepuce is of normal length. 

The fifth child, also a boy, has the following peculiarity : 
on examining him I found, as I thought, the right testicle 
in the inguinal canal, but on relaxation of the cremasteric 
muscle it descended into the scrotum. He was able under 
the influence of fear to retract this testicle, but not the left ; 
his prepuce was of normal length. 

The seventh child, a girl, normal in every way ; clitoris 
small. 

The mother had no peculiarity present. 

Present condition of patient. — A well-nourished, plump 
child, weighing 6 lbs. 2 oz. ; the nails normally developed ; 
the breast is taken well and strongly. 

The genitals are apparently those of a female, but with a 
very large clitoris. There are two well-developed external 
labia ; in their substance, and towards the inguinal canals, 
can be felt two small enlargements which might be pro- 
lapsed ovaries, undescended testicles, omental fat, or simply 
small masses of fibrous tissue. The clitoris, one and a 
quarter inches long, has a glans which is half covered by a 
mobile prepuce. The glans is grooved by a depression in its 
lower zone which is apparently perforated and correspond- 
ing to the meatus urinarius of the penis. This depression 
is continuous with the urogenital sinus, being bounded on 
either side by two thin membranes with fine edges (the 
nymphae). At the junction of the upper and middle third 
of this channel is an oval depression containing the orifices 
of two ducts ; as this is situated on the surface corre- 
sponding to the anterior portion of the male spongy 
urethra it must necessarily be homologous with the lacuna 
magna of that tube. 
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On passing a catheter into the urogenital sinus it readily 
enters the bladder and posteriorly ah apparent cul-de-sac 
could be easily felt. With the little finger in the rectum 
and the catheter as before in the bladder^ a body of some 
thickness can be detected^ probably uterus. 
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Genital organs from below, the clitoris slightly raised. 

a. Clitoris. 
5. Prepuce, 
o. Qlans. 

d. Ducts opening into lacuna magna. 
«. Qroove leading into urogenital sinus. 
ff. Boundaries of groove (nymphsB). 
g. Opening of urogenital sinus. 
h. Perineum. 
Je, Anus. 
L External labium. 



Post-mortem, thirty-six hours after death. The round 
ligament of the liver was found patent and admitted a small 
probe along its whole extent ; the liver weighed seven and 
a half ounces. The surface arrangement of the viscera 
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was normal ; the heart, lungs, and a large thymus were 
removed ew masse and weighed five and a half ounces ; the 
foramen ovale was patent, admitting a large- sized probe. 

The pelvis, together with the last four vertebrae, was 
then removed after the plan recommended by Hart and 
Barbour.* 

The pelvic organs were found to be entirely female, and 
the specimen shows them, with the kidneys and supra- 
renal capsules (which are very large) and the general 
vascular system. 

The round ligament is to be seen on the right side pass- 
ing through the internal abdominal ring, in the usual rela- 
tion to the deep epigastric artery, and losing itself on a 
reddish looking mass, which was the thickening felt in the 
labium during life. 

The urogenital sinus appears as a single tube for about 
half an inch, then shows a longitudinal partition, the ante- 
rior chamber forming the orifice of the urethra, the poste- 
rior that of the os externum. The septum between bladder 
and vagina is, therefore, only present in its extreme upper 
portion. 

Diameters of the hony pelvis. 

Antero-posterior (internal) IJ inches ( + ). 

Between anterior superior iliac spines 3 J inches ( + ). 

From left anterior superior iliap spine to right sacro- 
iliac joint (external) 2J inches. 

From right anterior superior iliac spine to left sacro-iliac 
joint 2^ inches. 

There was no divarication at the symphysis pubis, and 
no appearance of spina bifida. The arrangement of the 
peritoneum was normal with the exception of the great 
depth of the posterior cul-de-sac. 

Following Simpson's classification, this case is evidently 
one of snurious hermaphroditism in the female. This mal- 
formation was recognised by the earliest observers; enlarge- 
ment of the clitoris was, and doubtless now is, very common 
* ' Edinburgh Medical and Surgical Journal,' 1885. 
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among Asiatic and African races, especially in Arabia ; 
indeed, Albucasis* describes the necessary operation for its 
removal, thus preventing obstruction to coition and libid- 
inous practices. 

Martialf and TertuUian have noticed the malformation 
as occurring among the Romans, Aetius and Paulus 
^ginetaj as being of great frequency among the Egyp- 
tians; the Greeks called patients with this deformity, 
tribades (rpijSac). 

Tulpius§ describes a case of this kind and concludes by 
saying that ^^ this was in all respects a perfect woman, 
having only the clitoris half a finger's length.^' 

Columbus II relates the history of an -Ethiopian woman 
who was evidently a spurious female hermaphrodite, where 
^' the clitoris did not exceed the size of one's little finger,'' 
and, he continues, " This wretch entreated me to cut off 
the penis, which she said would be a hindrance to her in 
coitus." 

De Graaflf gives the history and post-mortem of a case 
where the clitoris was so large that it was mistaken for a 
male; while Ridanus**, discussing a similar case, says, '' The 
clitoris sometimes grows inordinately long and counterfeits 
a penis." 

Ambroise Par^ft thus defines the term '' woman herma- 
phrodite :" " She has besides the vulva, which is well-formed 
and from which flows (?) semen and menses, a penis virilis 
situated above the said vulva near the groin without a 
preputium ; but having a smooth skin, which cannot be 
turned back : without any erective power, from which 

* Albucasi?, chap. Ixxi, " De cara Tentigiuis." 

t Martial, ' Epigram/ lib. i, ep. 91. 

{ Paulus ^ginet., ' De re med./ lib. vi, chap. Ixix, " De Hermaphrod." 

§ Tulpius, * Observat. medicse/ cap. 35, p. 241, 1650. 

II ' De re Anatomic^,' lib. xv, ** Foemina erat, iEthiopica mnlier, &c,** 

% * Opera omnia,' cap. iii, with plate. 

** * Enchiridinm Anatomicum,' lib. ii, cap. xxxi, ' De part, genit. :' " clitoris 
prolongatur supra modum, mentiturque penem virilem." 
ft * CSuvres d' Ambroise Par^e,' lib. 25, cap. vi (Lyons edition, 1141). 
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neither semen nor urine can pass and having no sign of a 
scrotum or testicles/* 

Caspar Bauhin* relates how one of these creatures, 
thinking she was a male, married a wife, but previously 
having had connection with a male, as a result became 
herself pregnant and was delivered of a daughter. 

Dr. Parsonsf in 1741 describes with figures, the external 
parts of generation of the " Angolan woman '* whom he 
considers a female with an ovary prolapsed into the right 
labium and a similar organ undescended in the left groin ; 
he also depicts a foetus and describes the post-mortem of 
an undoubted spurious female hermaphrodite, and to which 
he gives the name ^^ macroclitorideus.*' 

The cases mentioned by Schneider, J Arnaud,§ Beclard,|| 
and GuUay^ are well known and are quoted in Simpson^s** 
admirable article ^' Hermaphroditism.'' 

Hallerft alludes to several cases, in two of which the 
clitoris was stated to be seven inches long, and he quotes 
Chabart as alleging a case with a clitoris twelve inches 
long. 

O'Neill J t describes a case with a post-mortem. The 
clitoris was five inches long and one inch thick ; there 
was no urethra, but in its place a groove reaching from the 
glans penis to an oblique opening in the perineum. The 
(?) scrotum contained two hard bodies, supposed at the 
time to be testicles. The post-mortem showed that the 
internal organs were completely female although the 
ovaries were small. The right round ligament of the 
uterus was exceedingly thick and reached down to the 

* Lib. i, * De Hermaphrodite/ chap, xxxiii^ 1609.^ 

f ParsoDS, ' A Mechanical and Critical Enqairy into the Nature of Her- 
maphrod./ p. 144. 

I * Jahrbucher der Staatsarzneikunde/ 1809, S. 193. 
§ < Dissertation snr les Hermaphrodites,' p. 265. 

II ' Bulletin de la Facolt^,' 1815, p. 273. 
% Amaud's ' Dissertation, &c.,' p. 309. 

•• * Encyclopflddia of Anatomy and Physiology,' 1839. 

ft * Elem. Phys.,' torn, vii, pt. ii, pp. 81, 82, 1671. 

XX * Amer. Journal Med. Science/ 1851, vol. xxii, p. 558. 
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bottom of the (?) scrotum, where it was firmly attached. 
The hard bodies proved to be on the one side an irreduci- 
ble and probably congenital omental hernia, and on the 
other a hardened mass, but no glandular structure was 
discovered. The age of the patient was between twenty- 
five and thirty years. 

Astley Cooper* describes a case aged eighty-six. He 
says, " This woman differed from others in the magnitude 
and length of the clitoris, in the absence of the external 
orifice of the vagina, and in the imperfect development of 
the ovarium.^* 

Eamsbothamf, Barnes, J Chalmers, § and Sippel|| each 
describe one, and de Gorrequer Grriffith,^ two cases, 
precisely similar to the one I have already given in full, 
the two last occurring in one family, 

Litten** mentions a female with a clotoris three and a 
half inches long. She had right ovarian cystic disease ; 
also two tumours, one at the upper part of the left labium 
and the other in the right inguinal canal. These turned 
out to be hydroceles of the processus vaginalis, although 
during life they were said to be ovaries and even testes. 

Quite recently Pozzift has fully related the history of a 
family consisting at one time of nine individuals of whom 
the first is alive and well, is married and has four children ; 
the second was christened a female but was probably a 
male, and died aged nineteen months ; the third, fourth, and 
fifth were daughters quite normal who, however, died young; 
the sixth is also a daughter, choreic and feeble in intelli- 
gence, aged twenty-nine, with one illegitimate child ; the 
seventh is a boy, married and quite normal; the eighth 
was christened a female, but when aged seventeen was 

* * Guy's Hosp. Reports/ 1840, p. 243. 

t 'Medical Gazette/ 1883-34, vol. xiii, p. 184. 

t * Trans. Obstet. Society/ 1882, p. 188. 

§ Ibid., p. 239. 

II * Archiv fur Gynakologie/ Band xiv, H. 1. 
f ' British Med. Journ./. 1877, vol. i, p. 108. 
** * Virchow's Archiv/ Band Ixxv, p. 829, 1879-80. 
ft * Gaz. Med. de Paris/ vii ser., tome ii, p. 109, 1885. 
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declared by tlie Faculty a male ; the ninth was christened 
a female, but at eighteen years of age the genitals were 
decided to be those of a male although the mammad were 
very well developed. The remarkable similarity to the 
family history in my own case is at once apparent. 

In a paper read before the Obstetrical Society Mr. 
Doran* narrated three cases with genealogical tables, 
where hernia or some similar condition was proved to be 
heieditary. The father of the case in question had a 
decided weakness of the abdominal wall, although scarcely 
amounting to a rupture. Might not then a man with a 
hernial tendency be prone to beget children with some 
other deformity not necessarily hernial ? 

There appear to have been two causes at work on the 
mother's side for the production of the deformity : 

1. The initial fright, which she received at the third 
month, when pregnant with the first hermaphrodite. 

2. The continual dread and mental distre'ss caused by 
bearing a deformed child, this naturally increasing with 
the birth of each child so deformed. 

It is not until the third month that sexual differentiation 
commences, and even between the fifth and sixth months 
of intra-uterine life mistakes may readily occur from the 
close resemblance of the penis and clitoris at that period ; 
hence if from any reason development of the genitals be 
delayed in its course by some internal cause (maternal 
impressions, for instance) there is a distinct liability to some 
deformity resulting at birth. 

Prom the preceding cases I think the following conclu- 
sions may be drawn : 

1. That with hernial or other weakness present in one of 
the parents, acting as a predisposing cause, any deep 
maternal impression received about the third month of 
pregnancy may induce some impediment to the proper 
differentiation of the urogenital system. 

2. That a distinct tendency towards bearing herma- 

• 'Obstetrical Transactions/ 1884, p. 88. 
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plirodites may be developed in a mother wlio has already 
borne one of that class. 

3. That, fortunately for the community, the survival of 
these creatures is not the rule, as they gradually waste 
and die of inanition a short time after birth. 

Owing to the kindness of my friend Dr. Willcocks, I 
am enabled to show the Fellows a hypospadic male speci- 
men, dissected in a similar manner to my own. The external 
parts are remarkably similar to those of the female henna- 
phrodite. 

Dr. Champnets quite agreed with Dr. Phillips as to the 
presence of hernia forming a chain in the series of correlated 
deformities. Malformations of the peritoneum are very common 
in these cases, and he had described such in a specimen of 
extroversion of the bladder in which the sex was doubtful, 
which he had shown before the Society. He could not, however, 
agree with Dr. Phillips that his case threw any light on the sub- 
ject of maternal impressions ; there was already sufficient cause 
without citing them here. He believed that few women passed 
through a pregnancy without " maternal impressions," which 
were only remembered if they happened to be verified. Indeed, 
podemal impressions were not unknown. Schneider records a 
case in which a man, whose wife was expecting her confinement, 
dreamt that his eldest son stood by his bedside with his genitals 
mutilated and bleeding. He awoke greatly alarmed. A few 
days later his wife was delivered of a child with extroversion of 
the bladder. 

Dr. Cleveland, although aware of its merely negative bearing, 
mentioned that he had a patient with but one testicle descended, 
who was the .father of a large family, but none of these were 
malformed. 

Dr. M. Handfibld-Jonbs asked Dr. Phillips for information 
regarding the relative frequency of sterility in these cases of 
spurious hermaphroditism. It was a law of evolution that in 
hermaphrodites one set of organs was atrophied in proportion to 
the development of the other, and so in cases where enlargement 
of the clitoris and approximation to the male type obtained, it 
might be expected that an imperfect development of the uterus 
and ovaries would exist. 

Dr. John Phillips said, in reply, that the two small tumours 
in the groin (well shown in the dissection) had materially com- 
plicated the diagnosis as to sex. He thought that specimens 
of spurious male or female hermaphroditism were not uncommon, 
but that four occurring as they did was unique ; he was anxious 
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to observe the result of a future pregnancy. The father was 
certainly the elder of the two parents, but his exact age he 
could not remember. He was unfortunately unable to throw 
any light on Dr. Handfield-Jones's queries. 



JULY 7th, 1886. 

Jno. B. Potter, M.D., President, in the Chair. 

Present — 26 Fellows alid 2 visitors. 

Books were presented by Dr. Auvard, Dr. Henry F. 
Campbell, tbe Smithsonian Institution, and the Society 
Obst^tricale et Gynfoologique de Paris. 

W. Eeginald Tuckett, M.R.C.S. (Bath), was admitted 
a Fellow of the Society. 

Tom Bates, L.R. C.P.Ed. (Worcester); W. Owen Jones, 
M.R.C.S. (Bowdon); Alfred Edmund Kennedy, L.R.C.P.Bd. 
(Plaistow); William Lauder, M.D.Ed. (Manchester); 
Herbert Smith Benshaw, M.D.St.And. (Sale); Fourness 
Simmons, M.B. (Egremont); Arthur Edwin SutclifEe, 
M.B.C.S. (Manchester); and Arthur Thomas Winterbottom, 
L.R.C.P.Ed, (Swinton), were declared admitted. 

The following gentlemen were elected Fellows of the 
Society : — Hunter Jackson Barrow, M.D.Ed.; Richard 
Broughton Bothamley, M.R.C.S. (Bromley, Kent); Arthur 
Bristowe Carpenter, M.A., M.B.Oxon. (Croydon); Charles 
William Chapman, L.R.C.P.Lond. (Shepherd's Bush); 
David Fennell, L.K.Q.C.P.I.; Herbert Alfred Hill Fenton, 
M.D.Brussels ; Ernest Harding Freeland, L.R.C.P.Lond.; 
Ernest Carrick Freeman, L.R.C.P.Lond.; Henry Croker 
Garde, L.R.C.P.Ed. (Queensland); Henry Nelson Holber- 
ton, L.R.C.P.Lond. (EastMolesey); Charles John Jacomb- 



170 TXTMOUB EXPELLED FROM THE UTERUS AFTER DELIYERT. 

Hood, L.R.O.P.; WilHam McMuUen, L.K.Q.C.P.I.; 
Shadforth Morton, M.D.Dur. (Croydon); Arthur Wesley 
Ogle, L.R.O.P.Lond.; Frederick Arthur Thomas O'Meara, 
L.R.O.P.; Thomas Alexander Papillon, L.R.C.P.Bd. 
(Oakham); Henry John Prangley, L.R.O.P.Lond. (Aner- 
ley); Thomas Arthur Richardson, M.R.O.S. (Croydon); 
Frank Rushworth, M.B.Lond.; Bernard Charles Scott, 
M.R.C.S. (Penge); Samuel Parsons Smith, L.K.Q.C.P. 
(Croydon); and Greorge Stephen Ware, L.R.O.P.Lond. 

The following gentlemen were proposed for election : — 
Robinson Bowstead, M.D. (Brighton); Frederick Bazley 
Fisher, L.R.O.P.Lond. (Dorchester); and Henry Louis 
Preston Hardy, M.R.O.S. (Kingston-on-Thames). 



TUMOUR EXPELLED FROM THE UTERUS AFTER 

DELIVERY. 

Dr. Dalt exhibited a tumour which he had recently 
removed from the interior of the uterus by the ecraseur. 
The lady was confined the end of April, the child and 
placenta being expelled before the patient was seen. 
There was no haemorrhage, and the uterus firmly contracted. 
The patient was up and well in fourteen days. She 
objected to use antiseptic injections after labour, and as 
there was not, at any time, the least fcetor from the dis- 
charge, the point was not pressed. Five weeks after 
labour she again sought advice, complaining of the most 
horribly foetid discharge from the vagina. On examina- 
tion, a mass nearly the size of the hand, and feeling soft 
and fleshy, was found to be protruding through the os 
uteri. It was easily removed by the 6;raseur, and the 
patient was out and perfectly well in a week. The mass 
looked exactly like placental tissue, and the question was, 
whether it was an instance of placenta succenturiata, or 
a sloughing submucous fibroid. 
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Dr. W. S. A. Griffith stated tliat the specimen had the 
appearances aod the history of a fibroid having undergone spon- 
taneous enucleation. 

Dr. Herman had had under his care four cases of the spon- 
taneoas disintegration and expulsion of uterine fibroids. One 
was a very large one and was protruding from the Yulva when 
he saw it, aod in it there was foetor. In the others there was no 
foetor when the patient first came under observation, although 
in one case, after the patient had been examined, the matters 
discharged became fcetid, doubtless from the acQess of putrefac- 
tive germs having been permitted in the examination. In one 
case the fibroid was found presenting at the os uteri some days 
after labour, as in Dr. Daly*s case. In this case it was note- 
worthy that the placenta was preevia, a condition not common 
in first pregnancies, but frequent in pregnancy with fibroids. 

Dr. Champnbys said that the mass was probably a fibroid, at 
first intramural and afterwards intra- uterine. This would 
accoant for the absence of f CBtor at first, and the occurrence was 
not very uncommon after labour. He had described a similar 
case in the * St. Bartholomew's Hospital Eeports ' for 1877, the 
fibroid forming at the time of labour a large subperitoneal pro- 
jection, but being afterwards expelled internally. He had found 
that the thirty-fifth day was a very common time for this expul- 
sion to take place. 



MALFORMATIONS OF THE FALLOPIAN TUBE. 

By Alban Doran. 

These specimens represent every example^ with one excep- 
tion^ of malformations of the Fallopian tube which I have 
discovered in the course of the examination of over 1000 
uterine appendages since the year 1878. Five out of six 
cases were removed in the course of operations performed 
at the Samaritan Free Hospital. Thus^ having noted 
769 of these surgical proceedings^ the percentage of the 
malformations in question only amounts to 0*65 per cent. 

The first specimen (fig. 1) throws much light on the 
manner in which accessory ostia are formed. It was 
taken from a monstrous foetus^ the dissection of which I 
described in the ' Journal of Anatomy and Physiology/ 
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vol. XV, January, 1881. There was fissure of the abdo- 
minal walls and complete ectopia of the bladder. That 
organ consisted of two unsymmetrical portions, whilst 
the right and left halves of the genital tract departed 
still further from natural symmetry (loc. cit., pi. xix). 
Fig. 1 represents the right internal organs. They formed 
a curved tube nearly two inches in length. The inlfer 
portion was thick-walled and fusiform ; in the sketch it is 
laid open to display its walls and its cavity. It was, in 
fact, a monstrous uterus resembling one of the uteri of 
the true opossum (Didelphya), a monstrosity already noted 
in our species. Beyond the uterus was a fiat, button-like 
projection over three tenths of an inch in diameter. It 
was perforated by two apertures completely separated by 
a thick septum. The more internal led into the canal of 
the half -uterus, which opened into one of the two portions 
into which the bladder was divided. The outer aperture 
passed into a canal which tunnelled the remainder of the 
tube for nearly half an inch. External to this point, the 
tube suddenly became impervious, ending in a thin cord 
with small but very distinct fimbriae at its extremity. 
There was an opening in the midst of the fimbriae which 
admitted a bristle almost as far as to the end of the thick 
part of the tube. Close below the fimbriae, and hanging 
from behind the very short peritoneal fold which held the 
entire tube to the abdominal walls, was a minute atrophied 
ovary. 

The fusiform inner portion of the entire tube represent- 
ing the uterus, the remainder must be considered to stand 
for the Fallopian tube. The tube and uterus are devel- 
oped from Miiller's duct. This duct first appears as a 
groove in the germinal epithelium. The groove should 
close in evenly along that portion of the duct which 
becomes the Fallopian tube. Partial failure in the closure 
of the groove causes an accessory ostium. In this speci- 
men, the closure has been so faulty that the continuity of 
the canal has been completely broken. Even should the 
button-like projection lie on what some may consider to 
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be uterus and not Fallopian tube, it must still have been 
developed by the same process. 

There is another manner in which an accessory ostium 
may be developed. Muller^s duct, after forming a closed 
tube, appears to split along its outer portion and acquires 
a communication with the peritoneal cavity.* The edges 
of the fissure develop fimbriee. The extreme outer portion 
of the tube is said to remain closed, forming the hydatid 
of Morgagni. Should this secondary fissure, the origin of 
the ostium and fimbriae, become abnormally closed across 
its middle portion the outer will become a normal fimbri- 
ated extremity, whilst the part of the fissure internal to 
the point of closure will remain as a secondary ostium, 
surrounded by fimbrisB. For it is clearly natural that the 
edges of the secondary fissure should develop fimbriae, 
even under the abnormal conditions just described. 

In this specimen, however, I believe that the abnormal 
orifices are due to faulty closure of the edges of the groove 
whence Miiller's duct is developed, and not to perverted 
development of the secondary fissure in that duct. Hence 
we can understand why no fimbriae surround the button- 
like projection, which lies in a position where fimbriae are 
not naturally developed. 

The next specimen, fig. 2 (Mus. Boyal College of 
Surgeons, Path. Series, No. 4579), represents a highly 

* This question of a secondary fissnre appears to be still an embryological 
problem. It is, I believe, possible that the primitive Mullerian groove may 
naturally remain open at its uppermost part, where its edges may adhere to 
the peritoneum, which gives way within the area of this adhesion. Thus an 
ostium communicating with the peritoneal cavity would be accounted for, and 
the free edges would develop fimbrise. According to an opposite view, the 
groove closes along the whole length of the Mullerian groove, and afterwards 
Miiller's duct splits again at its uppermost part, acquiring a communication 
with the peritoneum, whilst the edges of the fissure develop fimbria. In 
respect to my own observations in this memoir, it is important to remember 
that there is a fissure in the outer part of the tube which acquires a com- 
munication with the peritoneal cavity and becomes surrounded by fimbrisB. 
Whether the fissure be primary or secondary, in the sense indicated above, is 
of secondary importance for the present purpose. I employ the term " secon- 
dary " above, in accordance with the more-widely accepted theory. 
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developed hydatid of Morgagni, bearing a fringe. The 
fimbriae of the tube are short and thick. The above 
observations on the secondary fissure in Miiller^s duct may 
explain the development of this anomaly. The hydatid is 
large and its pedicle is stout and flattened ; from its edge 
springs a small tuft of fimbrias. 

Waldeyer's theory of the development of the hydatid of 
Morgagni also throws light upon this specimen. He 
asserts that the outer part of Miiller's duct, being held 
fast by structures above it, is dragged upon, and not 
sharing the process of secondary fissure just described, it 
remains as the pedunculated hydatid of Morgagni. Elob 
accounts for the variations of form observed in the 
fimbriated extremity of the tube by a theory that the 
secondary fissure may vary in its extent. It may reach 
completely to the blind extremity of the duct. In this 
case there would be no hydatid of Morgagni ; on the other 
hand, if the secondary fissure does not extend so far out- 
wards as possible, the hydatid will be large and will bear 
a long pedicle. 

Fig. 3 represents a specimen taken from a dermoid 
ovarian cyst removed some years ago by Mr. Thornton 
(Museum Eoyal College of Surgeons, Path. Series, No. 
4516). A small pedunculated bunch of fimbrisd springs 
from the upper surface of the tube, half an inch from the 
normal fimbrise. The tube exhibits no other abnormality 
of any kind whatever. Two small pedunculated cysts 
spring from the broad ligament, and a large cyst, half an 
inch in diameter, lies on the site of the parovarium. The 
pedicle of the accessory fimbrisd is impervious. I 
examined, four years ago, a similar case, from a subject 
with ovarian cystic disease. In this instance the pedicle 
had atrophied, so that the fimbriae appeared to lie loose in 
a fold of broad ligament. 

Fig. 5 is a fine drawing, by Mr. Lewin, representing a 
tube with several interesting anomalies, from a case of 
oophorectomy performed last spring by Dr. Bantock. 

An inch from the fimbriated extremity is a wide acces- 
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sory ostium^ surrounded by a very thick tuft of fimbriae. 
This ostium freely communicates with the channel of the 
tube in both directions. Dr. W. S. A. GriflSth has 
recently shown me a specimen where this condition 
existed. About a quarter of an inch external to this 
accessory ostium is a bunch of fimbrisB on a short imper« 
vious pedicle. A little further outwards is a hernial pro- 
trusion of the mucous membrane of the tube. 

I believe that all the above malformations are due to 
partial closure of the secondary fissure. Hence arose the 
accessory ostium and the hernial protrusion^ at least. The 
pedunculated fimbriae were probably developed, in part, 
before the abnormal closure of the middle part of the 
fissure. Stillj there is room for the opposite theory, that 
the primitive groove forming Miiller's duct never closed 
in at the site of the accessory ostium. The margins of that 
groove do not, however, naturally tend to produce fimbriae ; 
those of the secondary fissure do produce them. That the 
hernial protrusion represents imperfect closure, primary or 
secondary, there can be little doubt. Some German autho- 
rities would attribute it to tubal inflammatory disease, 
possibly intra-uterine. T believe that this theory is very 
faulty. Inflammatory disease would close the tube and 
probably obliterate the fimbriae. It could never produce 
a complicated over-development of those structures.* 

In this specimen, the hydatid of Morgagni is converted 
into a small fimbria on a very long pedicle, a condition 
which I have frequently observed. There is also a large 
pyriform pedunculated cyst springing from the broad 
ligament close to the tube. 

* Bokitansky (' Lehrbnch der Pathologischen Anatomie/ 8rd edition, 1861, 
▼ol. iii, p. 484) traces certain pedancnlated accessory flmbrin to the tabes of 
the Woli&an body. These fimbrisB spring from the surface of the broad liga- 
ment a little below the tnbe. The theory is ingenious, but exceedingly 
fanlty. The pedunculated fringes are apparently outrunners from Mailer's 
duct, from which they have become separated. They are generally, if not 
always, associated with other anomalies of the tubes, as in Merkel's interest- 
ing case (see SchrOder, * Die Erankheiten der Weiblichen Geschlechtsorgane/ 
7th ed., 1886, fig. 146, and p. 349.) 
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Fig. 4 is from a specimen belonging to a case of cysto- 
sarcoma of the right ovary. The left ovary was converted 
into a cyst four inches in diameter^ and this specimen was 
attached to it. The tube bears an accessory ostium with 
thick fringes^ and a blind secondary tube bearing a fringe 
at its extremity and at one side^ springs from the main 
tube inferiorly, a little internal to the accessory ostium. 
This remarkable accessory tube was probably developed 
through an eversion and prolongation of one of the edges 
of the primitive groove of Miiller's duct. In this speci- 
men the hydatid of Morgagni is represented^ as in the last^ 
by a bunch of fimbrias on a long pedicle. 

I will conclude these observations with some reference 
to the records of others. 

The first systematic writer on the subject was M. A. 
Richard.* About the year 1850, in searching thirty 
female bodies he found accessory fimbrias five times. He 
was more successful in his search than any subsequent 
observer. In two cases there were two accessory fimbriae 
on one tube ; in one of these cases the subject was a foetus 
at term, in the other a girl aged fifteen. The remaining 
three cases were in adults. In all cases the fimbriaB lay 
at a distance of from two to three centimetres from the 
root of the normal fimbrisd. Lastly, Richard declared 
that all communicated by an opening with the canal of 
the tube and at the other extremity with the peritoneal 
cavity. M. Richard was certainly very fortunate in finding 
so many examples of the anomaly in its most perfect form 
in thirty subjects. 

Rokitanskyt published fresh researches on the subject 
a few years later, dwelling on the remarkable fimbriad 
seen on the surface of the broad ligament, often at a 
perceptible distance from the tube. Klob noted the 
occasional presence of a dilatation of a segment of the 

* ** Pavilions mnltiples rencontr^ sor des Trompes Ut^rines/' 'Gazette 
M^cale de Paris/ 1861. 

t '* Ueber accessorische Tubarostien und ueber Taberanhftnge/' ' Allgem. 
Wiener med. Zeitung/ 1859, 82. 

VOL. XXVIII. 12 
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calibre of the tube^ a small bnlging surface of the coats 
of the tube^ somewhat thinned^ near the root of the 
normal fimbriae. 

Winckel,* the most recent writer on the subject, has 
not enjoyed the good fortune which fell to M. Richard. 
He has only seen an abnormal orifice twice, notwith- 
standing the fact that he entrusted his house sargeon 
with the task of searching over a large series of tubes in 
order to note every anomaly that could be discovered. 

Flemingt speaks of the pedunculated fimbriae, especially 
when of the character seen in Fig. 4, as accessory tubes 
(Nebeneileiter) , He has observed them three times in 
100 female bodies^ and traces them to outrunning pro- 
cesses which have been discovered on Miiller's ducts in 
the embryo. I have already given my own opinion on their 
development. 

Lastly, the possibility of the escape of an ovum through 
an accessory ostium so large as in Fig. 5 must not be 
overlooked. WinckelJ has found the hydatid of Mor- 
gagni adherent to the back of the uterus. This compli- 
cation would, he believes, favour abdominal pregnancy by 
interfering with the movements of the Fallopian tube. 
The pedunculated fimbriae might produce the same condi- 
tion after adhesion to the neighbouring structures. 



MTXO-FIBROMA OF CERVIX UTERI IN A GIRL 

AGED SEVENTEEN. 

Ds. Gaiabin showed a pedunculated growth removed 
from the cervix uteri of a girl aged seventeen. She had 
suffered from a vaginal discharge of blood, mixed with 
watery fluid, for about six weeks. When she coughed, 
a mass was extruded occasionally from the cervix. 

• «Lelirbiieh der Frauenknoikheiteii,* 1886» p. 569, and ^, 80. 

t *Die Knnkhttten der SUeiter imd die Tabensdiwangerachaft,' 187^ 

p.ia 

$ Loc cit, p. 570. 
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She was then sent to Gruy^s Hospital. On examina- 
tion a soft lobulated growth was felt, which bled easily 
on handling. In an older woman it might, at first sight, 
have been taken for a malignant cauliflower excres- 
cence. It was removed by the galvanic ecraseur. On 
section of the lobules, the naked-eye appearance resembled 
that of myxoma. They collapsed considerably, a clear 
sticky fluid exuding. No milky juice could be scraped 
from the surface. A microscopic section was shown, the 
appearance of which was mainly that of connective tissue, 
containing numerous nuclei, but in parts it approximated 
towards the character of myxoma. 



RBTEOPERITONEAL CYST ASSOCIATED WITH 
SOLID MALIGNANT (?) INTRACYSTIC GROWTH. 

Dr. Galabin showed a retroperitoneal cyst, associated 
with solid growth, which he had removed from a woman 
aged forty-nine, and the signs of which had closely 
resembled those of ovarian tumour. The patient had 
been sent to him by Dr. Roper, of Lewisham Hill, who 
made, in the first instance, what turned out to be a 
very acute diagnosis, namely, that the patient had cancer 
somewhere at the back of ,her abdomen. The illness 
commenced with symptoms resembling intestinal obstruc- 
tion, vomiting, and abdominal pain. The patient became 
extremely emaciated,* the skin remaining in a fold when 
pinched up, as is often the case with patients affected by 
cancer. Then signs of fluid in the abdomen appeared, 
and it was doubtful whether this was encysted or ascitic. 
Dr. Galabin found that the lower segment of a cyst could 
be detected in front of the cervix ; the uterus appeared to 
be drawn up, and the sound showed its mobility in one 
direction to be impaired. The percussion signs were like 
those of ovarian cyst, but the abdomen was flat, as in 
cases of ascites. A diagnosis was made that the fluid was 
probably in a lax cyst. On making an exploratory 
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operation a large cyst was found, the front of it closely 
blended with omentum. The contained fluid was purulent. 
The cyst was not connected with the ovary, but sprang 
from the front of the lumbar vertebraD. In its interior were 
solid malignant-looking masses, the largest about the size of 
the fist, other smaller ones pedunculated. Extensive sepa- 
ration from intestine, and enucleation from the mesentery 
were necessary before anything like a pedicle could be 
obtained. The pedicle then consisted of a very hard fleshy 
base like that of a large fibroid tumour. After it had 
been dropped and thought secure, arterial bleeding 
occurred, and it was necessary to transfix it again, and to 
tie arteries separately. The operation lasted about two 
hours. The patient was doing well three weeks after the 
operation, and was gaining flesh, though still emaciated. 
A microscopic section of the growth was shown. It 
approximated to the character of a spindle-celled sarcoma. 
No milky juice could be scraped from the freshly-cut 
surface. 

Dr. Champnbys asked whether the physical signs pointed to 
a post-peritoneal or intraperitoneal growth, i. e. behind or in 
front of the bowels. 

Dr. Galabin answered that the growth was in front of the 
intestines. 



MYXO-CAECINOMA OF ABDOMINAL WALL AND 

OVARIES. 

By W. S. A. Geippith, M.B. 

Db. W. Gbippith exhibited portions of two ovaries, 
having the closest resemblance to a cystic chorion. They 
were removed after death from a patient who died at the 
age of forty-eight, with cancer of the abdominal wall and 
hydroperitoneum. The ovaries were much enlarged, and 
exhibited the same cancerous structure as the tumour of 
the abdominal parietes ; but the peculiar cystic appear- 
ance was due to secondary myxomatous degeneration. 
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A CASE OF CHRONIC ABSCESS OF THE FEMALE 

URETHRA. 

By G. Ernest Herman, M.B.Lond., F.B.C.P., 

OB8TBTBI0 PHTSIOIAN TO THB LONDON HOSPITAL. 

The following account of the case is based upon notes 
taken by Mr. Horace Crane, clinical clerk. 

H. W — , set. 47. Admitted into the London Hospital 
September 16th, 1885. She began to menstruate at 
the age of eighteen, but was never regular, the interval 
varying from two to six weeks. The flow was scanty 
and attended with a good deal of pain. She was mar- 
ried at the age of twenty-seven, and had one child, 
eighteen years ago, which was bom dead, after a bad 
labour, supposed to have been brought on by a fall down- 
stairs. About seventeen years ago her husband gave her 
what she calls '^ the bad disease /^ but she remembers no 
more about it than that it was attended with discharge, 
and pain in micturition. Excepting for this, she has had 
good health until the present illness. 

This began three or four years ago, with pain on mic- 
turition, which lasted about a quarter of an hour after- 
wards, and was usually relieved by lying down. About 
two years ago slight pain on sexual intercourse began to 
be felt; for the last twelve months this pain has been 
severe, and for the last six months intercourse has been 
almost impossible. For the last twelve months micturi- 
tion has been -so frequent that her pain has been 
practically continuous. For twelve months before admis- 
sion she has been attended by Dr. Major Greenwood. 

Condition on admission, — On making a vaginal exami- 
nation there was great tenderness. The vaginal orifice 
was obstructed by a convex, ill-defined, tense, brawny. 



182 CHSONIC ABSCESS OF THE FEMALE URETHRA. 

firm, tender swelling situated between the anterior 
vaginal wall and the urethra. There was no sign of 
disease in any other part of the body, except that the tem- 
perature was 100*2°, and that the patient was very deaf. 

On the evening of admission the patient was unable to 
pass water, and it was drawn off by the catheter. On the 
following morning, when the catheter was passed, no 
urine escaped, but about a dessertspoonful of pus and 
blood. Patient said that she felt as if something had 
burst, and that on subsequently going to the water-closet 
some more matter came away. Temperature was normal. 

During the next few days the pain on micturition con- 
tinued, and the swelling and tenderness felt through the 
anterior wall of the vagina, though less than on admission, 
did not further diminish. The bladder was examined with 
the sound, but no evidence was obtained of calculus, or 
any other disease of the bladder. The urine contained a 
small quantity of pus. 

September 25th. — The patient was anaesthetised. The 
swelling between the urethra and vagina was found to be 
smaller, softer, and of a somewhat boggy feeling, instead 
of being convex and tense, as on admission. The urethra 
was dilated with Hegar's dilators until the finger could be 
inserted. The finger in the urethra perceived an opening 
the size of a pea on the vaginal side of the canal. The 
margin of this opening was soft, so that with a little pres- 
sure the finger could be pushed through it, and entered 
a cavity about the size of half a walnut, with a ragged 
irregular wall, situated between the urethra and vagina. 
After withdrawal of the finger the handle of a scalpel was 
put in the urethra so as to protect the opposite wall, and 
then the interior of the cavity described was rubbed over 
with solid nitrate of silver. In the evening after this had 
been done the temperature rose to 100'4°. Next morning 
it was 99*8°, and in the evening normal. With the ex- 
ceptions mentioned it was normal throughout the patient^s 
stay in hospital. 

October 2nd. — PatienJ now has much less pain. There 
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is still slight thickening aroand the urethra. Urine acid^ 
free from albumen. 

1 1 th. — Discharged. 

November 18th. — ^At my request, kindly conveyed to 
patient by Dr. Greenwood, she came to see me. Sbc has 
now no pain, either on micturition or on sexual intercourse. 
No appreciable thickening along urethra. Micturition is 
still rather more frequent than patient would like, being 
about every hour or oftener. 

January 20th, 1886. — Can now go longer without 
micturating — two hours or more. Thinks herself quite 
well. Nothing abnormal found on examination. 

May, 1886. — Patient still thinks herself quite well. 

This case is the only one of the kind that I have seen. 
I find in medical literature but few cases at all resem- 
bling it. On account of its rarity I have thought it 
worth bringing before this Society. 

Two explanations may be given of the origin of the 
abscess in this case. One, that it was a result of chronic 
congestion of the urethra of the kind first described by 
Sir Charles Clarke.* The other that it was a suppurating 
cyst. The description given by Sir C. M. Clarke of the 
clinical character of congestion of the urethra well corre- 
sponds to the history given by my patient. He says the 
disease is ascertained sometimes by pain and difficulty in 
sexual intercourse. In many cases the constant uneasiness 
felt by the patient calls attention to it. Frequent desire 
to make water is one of the most troublesome symptoms. 
On examination, a bulbous tumour, painful on pressure, 
and formed by a thickening of the urinary passage, will 
be found situated behind the pubes. 

I have seen cases presenting these signs and symptoms 
in a slight degree, but have not met with a well-marked 
one. 

West,t speaking of this chronic congestion of the 
urethra, says, *^ In one instance I saw an attack of this 

* < Diseases of Females/ 3rd edition, 1831, p. 809 et seq, 
t * Diseases of Women/ edited by Duncan, p. 611. 
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kind issue in the occurrence of suppuration in the cellular 
tissue around the urethra^ and on puncturing the abscess 
quite an ounce of pus escaped." 

Skene* mentions '' a case of peri-urethral inflammation 
in which an abscess formed in the urethro-vaginal septum 
and discharged into the urethra. A fistulous opening 
from the floor into the sac of the abscess remained. The 
urethra occupied its normal position and admitted the 
sound easily ; and by introducing it with the point down- 
wards it parsed into the sac of the abscess, thus giving 
the physical signs of urethrocele ; but the small size of 
the opening in the floor of the urethra, the marked infil- 
tration and induration of the tissues, and the history of 
the case, led to a diagnosis." This case seems to be in 
all important respects one parallel with mine, and it is to 
be regretted that Skene gives no information as to its 
presumed cause, its course, or its treatment. 

A case of aeute abscess of the female urethra was 
communicated to this Society by Dr. P. 0. Cory.f The 
urethra, he says, '' felt like a great roll, filling the vagina 
completely. The meatus urinarius was so buried in the 
swollen parts as scarcely to be made out." The bladder 
was so irritable that no urine could be retained longer 
than a few minutes. On the fourth day from the com- 
mencement of the symptoms the abscess burst during a 
violent fit of retching, the opening being about half an 
inch in front of the meatus. A few days afterwards the 
patient was in her usual health. Dr. Cory could find 
no cause for the illness. His diagnosis was, abscess 
situated in the cellular tissue surrounding the urinary 
passage. 

These are the only cases that I find on record of inflam- 
mation around the urethra going on to suppuration. 

Cystic tumours suppurating and bursting into the 
urethra are also rare. Those who have published cases 
of the kind speak of a very small number of cases as 

* 'Diseases of the Bladder and Urethra in Women/ 1878, p. 317. 
t * Obst. Trans./ vol. xi, p. 65. 
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being their whole experience of the condition. Priestley* 
has described two cases of cysts bursting into the nrethra. 
From one^ fatty matter resembling beeswax was discharged 
(which suggests that it may have been a small dermoid 
cyst) j from the other a mixture of urine and pus. Both 
were situated in the urethro-vaginal septnm. No treat- 
ment other than palliative was permitted in either. 

Lawson Taitf has published a case in which a sac as 
large as a hen's egg, which protruded from th& vulva, 
opened into the lower wall of the urethra by an opening 
large enoagh to admit a No. 9 or 10 catheter. When 
this was pressed upon, foetid ammoniacal pus was dis- 
charged from the urethra. The sac was lined with corru- 
gated mucous membrane. The patient had had it for 
many years. It was cared by cutting away the lining 
membrane and closing the cavity by sutures. 

Skene Keith has published:^ a case of thickening, and 
dilatation into a pouch, of the female urethra, discharging 
pus. Cases of cystic cavities opening into the urethra have 
been recorded by Foucher§ and Gillette, || but in these pus 
was not present. I have myself seen a case in which the 
urethra presented a saccular dilatation at two places, but 
there was no purulent discharge. 

These cases, the only ones of the kind that I can find, 
suggest that the suppuration of a cyst may have been the 
pathological change in the case which forms the basis of 
this communication. 

In the absence of a dissection of the parts it is impos- 
sible to be certain as to the precise nature of the morbid 
change. But I do not think it was a cyst, for the reasons, 
first, that the soft ragged friable wall of the cavity did 
not feel like the interior of a cyst, which one would expect 

• < British Medical Journal/ 1869, vol. i, p. 6. 
t < Lancet/ 1875, vol. ii, p. 625. 

{ ' Edinburgh Obstetrical Transactions/ vol. z, p. 151. 
§ ' Winckel, ' Kraukheiten der weiblicheu Blase und fiarnrdhre ' (Billroth 
und von Pitha ; Frauenkrank.), S. 37. 
II * Lancet,' May 6, 1876. 
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to be either smooth^ or else thickened and corrugated ; 
and, second, that all signs of the cavity so quickly and 
completely disappeared after the pus was discharged, no 
surgical measure beyond the single superficial cauterization 
of its walls being used. It seems to me that the case 
may more properly be classed along with those described 
by Sir Charles Mansfield Clarke and Dr. West of chronic 
congestion of the urethra, sometimes leading to suppura- 
tion ; this case being an example of that termination. It 
is a morbid change of which little is known, either as to 
its causes, course, terminations, or pathology. As it iis 
only by the study and comparison of published cases 
that our knowledge of the rarer forms of disease can be 
advanced, I have put this one on record. 

Dr. Daly said that in a case of congestion of the urethra in a 
female, which had resisted all treatment, the patient being for 
months confined to bed and suffering intense pain, he applied 
iodoform every day along the entire course of the urethra, and 
very soon cured the case by this treatment. The application 
was made by filling the groove of a director with iodoform, and 
when the director was well in the urethra reversing the direction 
of the groove. He had to thank Dr. Herman for the suggestion. 

Dr. Q-BRVis, though surprised at the statement in Dr. Her- 
man's interesting paper as to the rarity of the condition he 
described, could certainly at the moment only recall one case. 
In this case the symptoms had been those of painful micturition, 
but without evidence of cystitis, and of pain, tenderness, and 
swelling referred to the vagina. On examination an abscess 
was found in the anterior vaginal wall in association with the 
urethra, and the same evening, probably as a result of the exa- 
mination, which included the passage of a sound into the 
bladder, it burst into the urethra and the patient made a good 
recovery. 

Mr. Alban Dobak referred to an interesting case of a diver- 
ticulum in the female urethra described by Santesson, of Stock- 
holm, and recorded in the 'London Medical Becord,' March, 
1886. The symptoms were very puzzling until the parts had 
been carefully explored. 

Dr. G-ALABiN had met with several cases in which a swelling, 
bulging at the vaginal outlet, was formed by a cavity in front of 
the urethra and communicating with it, containing more or less 
purulent fluid, and allowing the urine to collect in it and become 
decomposed. In one instance he had performed the same ope- 
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ration whicli Mr. Lawson Tait had performed in a case referred 
to bj the author. He had opened the sac from the vagina, cut 
away redundant walls, and brought together the edges with 
sutures. Another case he had met with showed that one source 
of such a cavity might be a fault of development. After laying 
open the sac from the vagina, he found that there was no com- 
munication with the urethra, but only with a tube running up 
as far as the cervix uteri, beneath the urethra and bladder, and 
containing a watery, semi-purulent fluid, which had been escap- 
ing from a minute orifice in the sac. The walls between this 
passage and the vagina being cut away, it was found on ma>lring 
microscopic sections that the passage was lined with squamous 
epithelium, like that of the vagina, but thinner, and in a state of 
inflammation. 

Dr. Matthews Duncan had seen many abscesses in the recto- 
vaginal septum, but he remembered none in the urethro-vaginal 
septum. Chronic urethritis he had often seen, and also some 
cases of urethrocele. 

Dr. W. Griffith said it would be of interest to know the exact 
anatomical situation of these abscesses ; it was certainly not the 
mass of loose cellular tissue which lies between the cervix and 
bladder — the seat of anterior parametritis — and below this part 
the urethra and vagina were so intimately blended and so dense 
in structure that it seemed hardly likely an abscess of such a 
size could form there. 

Dr. M. Handfibld-Jonbs narrated a similar case which had 
come under his observation recently. The patient while in good 
health was taken rather suddenly with painful micturition and 
a burning pain in the privates. On examination a swelling the 
size of a small hazel-nut was felt per vaginam in the floor of the 
urethra ; this gradually enlarged till it was the size of a walnut, 
then a little pus was discharged from the urethra, followed by 
abatement of the symptoms and gradual absorption of the 
swelling. The thickening in the floor of the urethra did not 
disappear entirely for two months. There was no cause that 
could be suggested as a reason for the onset of the disease. 
Though cases of cystic dilatation of the urethra were apparently 
not uncommon, these cases of urethral abscess seemed to be rare. 
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OBSERVATIONS ON THE UTERINE BRUIT. 
By Francis Henry Champnbts, M.A., M.B.Oxon., F.R.O.P., 

OBSTBTBIO PHYSIOIAir TO ST. OEOBas'S HOSPITAL. 

Thb main facts conceming the uterine bruit, souffle, or 
murmur have long been known, but their value has been 
very variously appraised, while for some of the most 
curious of them we have hitherto depended entirely on 
foreign sources. Considering that pregnant women are 
by no means scarce in England, this latter circumstance 
is perhaps hardly creditable, and I have thought it well 
to bring before the Society a series of observations on the 
uterine bruit, illustrating points, some of which have been 
already recorded in this country, others abroad only, while 
others are recorded, it is believed, for the first time. 

The first series of observations was made for me by 
Dr. E. S. Tait, when house physician to the General 
Lying-in Hospital, York Road, Lambeth, and will be seen 
to refer to forty-six cases, almost continuous (as shown 
by the numbers). 

The points it was desired to observe were : 

1. The position of maximum intensity before labour. 

2. The position of maximum intensity after expulsion 
of the placenta. 

3. The presence of pulsating arteries felt by the vagina, 
and the effect produced on the uterine bruit by their com- 
pression. 

The cases are here appended. 

No. 251. — Bruit heard before delivery at 1^ in. below 
and to left of navel. 

Five minutes after expulsion of placenta it was heard 
about 2 in. above and to outer side of left pubic spine. 
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No. 262. — Bruit heard before deKvery about 4 in. to 
left of navel and 2 in. below its level. 

An hour after expulsion of placenta it was heard about 
1^ in. above and to the left of the left pubic spine. 

No. 263. — ^Bruit heard, but situation not observed 
before delivery. 

Not heard after expulsion of placenta. 

An artery was felt before delivery beating in the poste- 
rior wall of the vagina, but pressure on it did not affect 
the bruit. 

No. 264. — ^Bruit heard before delivery about 2 in. 
directly to left of navel. 

Twenty minutes after expulsion of placenta it was heard 
a little above and to the left of left pubic spine. 

No. 265. — Bruit heard before delivery about 2 in. to 
the left of navel and a little below its level. It was not 
affe(*^ted before labour by pressure on an artery felt 
beating in the posterior wall of the vagioa. 

It was not heard after expulsion of the placenta. 

No. 266. — The bruit was not audible either before or 
after delivery. 

No. 267. — The bruit was not observed before, and was 
not audible after delivery. 

No. 268. — Bruit heard before delivery about 4 in. above 
and to the left of the symphysis pubis. 

It was not heard after the expulsion of the placenta. 

No. 269. — ^Bruit heard before delivery about 4 in. above 
and to the left of the symphysis pubis, loud and rasping. 
Pressure on a pulsating artery in the posterior wall of the 
vagina near the cervix distinctly altered the quality of 
the bruit, rendering it sharper • and of a higher pitch, 
though not diminishing its intensity. (This was con- 
firmed by Mr. Wohmitz.) 

It was not observed after expulsion of the placenta. 

No. 270. — ^Bruit heard before delivery about 4^ in. to 
left of navel and 1 in. below its level. Pressure on an 
artery beating in the posterior wall of the vagina did not 
influence the bruit. 
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It was not heard after expulsion of the placenta. 

No. 272. — Bruit heard before delivery about 4 in. above 
and e:^temal to the symphysis pubis^ on the left side. 

Not audible after expulsion of placenta. 

No. 273. — ^No observation made before delivery. 

Not audible after expulsion of placenta. 

No. 274. — Bruit heard before delivery about 5^ in. 
above and external to the symphysis pubis, and 2 in, 
below the level of the navel, on the left side. Half an 
hour after expulsion of placenta it was heard 3 in. above 
and external to the symphysis pubis, and on a level 2^ in. 
above the symphysis. 

No. 275. — Bruit heard before delivery 4^ in. above and 
to left of symphysis pubis. 

Not audible after expulsion of placenta. 

No. 276. — Bruit heard before delivery 3J in. above and 
to the left of the symphysis pubis, and IJ in. above 
Poupart's ligament. 

Not audible after expulsion of placenta. 

No. 277. — Bruit heard before delivery 4^ in. directly to 
left of navel, on its level. 

Not audible after expulsion of placenta. 

No. 279. — ^No bruit audible before or after expulsion of 
placenta. 

No. 281. — Bruit heard before delivery about 3^ in. 
below and to left of navel, and 1 in. from middle line. 

Not audible the morning after the expulsion of the 
placenta. 

No. 282. — Bruit heard before delivery 4 in. to left of 
navel and 1 in. below its level. 

Not audible after expulsion of placenta. 

No. 283. — Bruit heard before delivery 5 in. to left of 
navel and 2^ in. below its level. 

Not audible after expulsion of placenta. 

No. 284. — Bruit heard before delivery 5 in. to left of 
the middle line and 5 in. below level of navel. 

Not audible after expulsion of placenta. 
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Pressure on an artery beating in the posterior wall of 
the vagina before delivery did not affect the bruit. 

No. 285. — Bruit heard before delivery 4 in. to left of 
middle line and 2 in. below level of navel. 

Not audible after expulsion of the placenta. 

No. 287. — A case of placenta praevia lateralis (left side). 

On admission the bruit was loudest on the level of the 
navel and 5 in. to its left. The evening before delivery 
it was loudest over a diffused area above the inner half 
of the left Poupart's ligament. 

It was not audible after the expulsion of the placenta. 

No. 288. — Bruit heard before delivery 3 in. below the 
level of the navel and 3J in. to the left of the middle 
line. 

It was not audible after the expulsion of the placenta. 

No. 289. — No bruit could be heard either before or after 
delivery. 

No. 290. — No bruit could be heard either before or after 
delivery. 

No. 291. — No observation was made before delivery. 

No bruit was audible after the expulsion of the placenta. 

No. 296. — Bruit heard before delivery 5^ in. above and 
to the left of the symphysis pubis, 4 in. below the level of 
the navel, and 5 in. to the left of the middle line. 

It was inaudible after expulsion of the placenta. 

No. 297. — Bruit heard before delivery ahove and to the 
right of the navel. 

It was not audible after the expulsion of the placenta. 

No. 298. — Bruit inaudible before and after delivery. 

No. 299. — Bruit heard before delivery 5^ in. above and 
to the left of the symphysis pubis, 2^ in. below the level 
of the navel, and 5^ in. to the left of the middle line. 

It was not searched for immediately after the expulsion 
of the placenta. Next morning it was inaudible. 

No. 300. — Bruit heard before delivery 2^ in. below the 
level of the navel and 3^ in. to the left of the middle 
line. 

It was inaudible after the expulsion of the placenta. 
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No. 301. — Bruit heard before delivery very faintly to 
the left of and below the navel. 

It was inaudible after the expulsion of the placenta. 

No. 302. — Bruit heard before delivery, extending in a 
horizontal line, 9 in. long, from the navel. 

After expulsion of the placenta it was heard nearly 
vertically above the symphysis pubis, t. e. Z\ in. from it 
upwards and to the left, 3 in. below the level of the 
navel, and 1^ in. to the left of the middle line. 

No. 304. — Bruit heard before delivery 2 in, below the 
level of the navel, and 4 in. to the left of the middle 
line. 

No observation was made after delivery. 

No. 805. — Bruit heard before labour 1^ in. below the 
level of the navel, and 4^ in. to the left of the middle line. 

Half an hour after the expulsion of the placenta it was 
heard 2^ in. above and to the left of the symphysis pubis, 
3 1 in. below the level of the navel, and 1^ in. to the left 
of the middle line. During observation it became in- 
audible. 

No. 306. — Bruit heard before labour over a line nearly 
corresponding with the left side of the uterus over a 
length of 6^ in. 

No observation was made after delivery. 

No. 308. — Bruit heard before labour 2 in. below the 
level of the navel, 4^ in. to the left of the middle line, 
and 4^ in. above and to the left of the symphysis 
pubis. 

It was inaudible after the expulsion of the placenta. 

No. 309. — ^Bruit heard before delivery 6^ in. to left of 
middle line, and 1^ in. below level of navel. 

After the expulsion of the placenta it was inaudible. 

No. 312. — ^Bruit indistinctly heard before delivery near 
the navel, below and to the left. 

No observation was made after the expulsion of the 
placenta. 

No. 313. — ^No bruit audible before or after delivery. 

No. 314.rr-Bruit heard before delivery 8 in. above and 
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to left of symphysis pubis^ and 1 in. above Poupart's 
ligament. 

It was inaudible after the expulsion of the placenta. 

No. 315. — ^Bruit heard before delivery 4 in. to left of 
middle line^ and 3^ in. below level of navel. 

No observation was made after the expulsion of the 
placenta. 

Nos. 316 and 317. — No bruit audible before or after 
delivery. 

No. 320. — ^Bruit heard before delivery 4 in. to left of 
middle line, 4J in. below level of navel, and 4 in. above 
and to left of symphysis pubis. 

It was inaudible after the expulsion of the placenta. 



SUMMART OF CaSES. 

Total number of cases observed with regard to bruit 
46. 

Before delivery. 

Not audible before or after . = 8 

Not observed before . . =3 

Heard, but situation not noted = 1 

Heard on left side . . =33 

Heard on right side . . =1 



46 



After exfulsion of placenta^ 



Not audible before or after . = 8 

Not observed after . =6 

Heard before, but not after =27 

Heard after* ... =5 

46 

* In aU cases the point of greatest intensity sank downwards after delivery. 

voi^. xxvm, 13 
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Pulsating vaginal arteries felt = 5. 

Pressure on artery affected bruit = 1 
Pressure on artery did not affect bruit = 4 



Eemarks. 

Tbe preponderance of the left-sided over right-sided 
bruits is very marked^ and confirms the view that the 
bruit is produced in the arteries as they reach the uterus 
or soon after, the left comu of the uterus being anterior 
to the right (dextral torsion). 

It will be seen that the bruit was usually inaudible 
after the expulsion of the placenta, but in all cases in 
which it was not inaudible it sank downwards and gene- 
rally inwards, thus again confirming the accepted theory. 

In five cases pulsating arteries were felt per vaginam, 
but in only one of these did pressure on the artery 
modify the uterine bruit. With regard to this pheno- 
menon (first observed by Bapin and Rotter), it by no 
means follows that the artery in question was the artery 
supplying the spot where the bruit was loudest, but only 
that it was connected with that artery ; the change in 
pressure produced by compressing it might quite conceiv- 
ably modify the bruit thus. 

In one case of placenta preevia (No. 287) the bruit was 
heard on admission on the level of the navel and 5 in. to 
its left. The evening before delivery it was loudest over 
a diffused area above the inner half of the left Poupart^s 
ligament. The placenta was on the left side* It would 
be too much to assert that the position of the placenta 
can have no possible infiuence on the bruit, but it is cer- 
tainly true that our knowledge of the situation of the 
placenta (almost equally often on the front and back 
walls, very rarely (5 per cent.) on the side walls, and 
oftener on the right than on the left side), compared with 
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our knowledge of the situation of the bruit, proves that 
this connection, if it exists, is quite untrustworthy, and, 
indeed, practically worthless. 

I have not been able to see Oscar Rapin's paper, which 
appeared in the ' Correspondenz-Blatt fiir Schweizer 
Aerzte,^ Jahrgang ii, No. 2 ; but, as quoted by Rotter, 
he made eight observations and felt vibrations in various 
arteries of the cervix " which entirely corresponded with 
the uterine bruits heard by the stethoscope on the abdo- 
men of the patient in question, the compression of the 
vibrating artery by the examining finger stopping the 
uterine bruit as heard externally.'' 

Rotter's paper is to be found in the ' Arch, f . G-yn.,' 
Band v, 1873, S. 539, " Ueber fuhlbares Uteringerausch." 
He first noticed the ^^ palpable uterine bruit " in Schroe- 
der's ^Klinik ' in 1872, the patient being a 2-para in the 
middle of the tenth month of pregnancy. Round the 
navel, in an area 4 — 5 cm. in diameter (2 inches), a 
distinct whirring (^^ Schwirren"), like that in a super- 
ficial aneurysm or a weak faradic current was felt. It 
was synchronous with the mother's pulse. Strong pres- 
sure stopped it, and arterial pulsation could then be 
plainly felt. Over this area a loud uterine bruit was heard. 
On laying the patient on the side the bruit moved with 
the uterus. (Case A.) 

The following is a brief analysis of Rotter's cases : 

1. — ^Vibration felt round navel ; moveable with 
uterus. 

2. — Uterine bruit heard on the margins of the uterus. 
Not felt. On firm bimanual (external) palpation, vibra- 
tion was felt in the right side of the hypogastrium. On 
relaxing pressure the vibration changed into arterial pul- 
sation and then could not be felt. Per vaginam strong 
vibration was felt in the left vault of the vagina. In the 
right vault of the vagina a weaker vibration was felt, 
which could be traced down into a pulsating artery. 

3. — ^Vibration felt continuous with pulsation on the 
portio vaginalis. 
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4. — ^A vibrating area felt parallel with the left Poupart^s 
ligament. 

5. — Uterine bruit very faintly heard^ not felt. 

6. — The same. 

7. — Bruit heard to left of navel, not felt. 

8. — Bruit plainly heard over a large area, not felt. 

9. — Vibrating arteries felt per vaginam ; loud bruit in 
abdomen, which ceased on compression of the arteries felt 
per vaginam, 

10. — Bruit heard loudly on left side, and vibration felt 
in the same area. 

11. — Loud bruit heard, not felt. 

12. — Nothing heard or felt. 

12 a. — Bruit heard but not felt. 

13. — Bruit heard, and vibration felt parallel with right 
Poupart^s ligament. 

14. — ^Nothing heard or felt. 

15. — Bruit faintly heard, not felt. 

16. — Bruit heard, not felt. Compression of an artery 
felt pulsating per vaginam produced no effect on bruit. 

17. — The same. 

18. — Bruit heard, not felt. 

19. — Loud bruit heard. Per vaginam vibration felt 
continuous with a pulsating artery. 

20. — ^Vibration felt and bruit heard j)arallel with right 
Poupart's ligament. 

21. — Bruit heard, not felt. 

22. — Nothing heard or felt. 

Eotter remarks : " We had thus in twenty-two investi- 
gations of twenty persons felt the uterine bruit eleven 
times internally or externally.^^ 

This remark is illogical ; the vibrations felt per vaginam 
were not auscultated, and therefore cannot be said to 
have been accompanied by the bruit, though they may 
have been. The valuable part of Rotter^ s observations 
consists in the observation of a phenomenon by two or more 
senses, 

Better warns us against the vibrations of the epigastric 
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artery as a source of error. These may be eliminated by 
(a) changing the position of the patient, therefore of the 
uterus, and therefore of the bruit; {b) observing the 
course of the epigastric artery, the area of the bruit 
generally runs more or less horizontally, and therefore 
across the line of the epigastric artery. 

With reference to the first of these remarks I may say 
that I have found it impossible to convince myself of the 
change of position of the bruit, probably because the 
pregnant uterus near full time is too large to admit of 
much locomotion within the abdomen. 

I have made the following analysis of Botter^s cases : 
1.— Bruit heard and felt (A, 10, 13, 20) = 4. 
2.— Heard but not felt (2, 5, 6, 7, 8, 11, 12 a, 15, 16, 
17, 18, 19, 21) = 13. 

3. — ^Vibration felt per vaginam (2, 3, 9) = 3. 
4. — Vibration felt per vaginam and followed into pulsa- 
tion (2, 3, 19) = 3. 

5. — ^Vibration produced by pressure on the pulsating 
artery (2) = 1. 

6. — ^Bruit stopped by compression of artery felt pul- 
sating per vaginam (9) = 1. 

7.— Nothing heard or felt (12, 14, 22) = 3. 
Spiegelberg {' Geburtshlilfe,' I Aufl., 1878, S. 103) sum- 
marises our present knowledge, and quotes Rotter^s obser- 
vations. 

Schroeder (^ Geburtshiilfe,* Aufl., 1874, S. 83) compares 
the uterine to the umbilical bruit, a comparison which 
seems good at first sight, but seems to me faulty on fur- 
ther consideration. The umbilical bruit is one bruit, the 
uterine bruit (in its typical form) is a multiple bruit com- 
posed of many bruits of various pitch. This remark I 
cannot find, and yet this seems to me a marked charac- 
teristic of the uterine bruit. In cases where the murmur 
is musical it is not uncommon to hear several musical 
notes at once, whose intensity would seem to forbid the 
idea that they are harmonics of a single vibrating body. 
With regard to Rotter's observations Schroeder says : — 
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^^ According to Rotter, the vibrations of the arteries which 
are heard as the uterine bruit can often (in half the 
cases hitherto examined) be felt as vibrations of the wall 
of the vessel, either internally or externally/^ Schroeder 
thus accepts Rotter's numbers without question, but, as I 
have above shown, the identity of bruit and friction can 
only be accepted for those cases in which both were 
observed over the same spot. 

Two cases are here appended in which the uterine bruit 
was palpable in pregnancy. 

Pregnancy ; palpable uterine bruit, — Ann W — , aet. 30, 
4-para. Is now pregnant seven or eight months. (St. 
George's Hospital, March 30th, 1882, C. 140.) 

Per hypogastrium, uterine bruit unusually loud, diffused 
over both sides, particularly to left of navel. Within an 
area bounded above by a line joining both ant. sup. spines, 
below by Poupart's ligament (nearly), and to the right by 
a line 1 in. to left of linea alba, can be felt distinct fric- 
tion synchronous with the patient's pulse. The point of 
greatest intensity is plainly to the left of the line of the 
epigastric artery. An artery can be felt deep down in a 
line joining the left ant. sup. spine with the navel (? Iqft 
ovarian) . 

The friction described above varies much in intensity, 
and is more plainly felt on deep pressure. The region of 
greatest intensity of the bruit is also that of greatest dis- 
tinctness of friction felt. Over the area of the artery 
described above the usual arterial sound is heard, which 
differs from the bruit in being less harsh and not multiple. 

Pregnancy ; palpable uterine bruit. — Margaret H — , ast. 
39, 4-para. Is pregnant about seven months. (St. 
George's Hospital, July 10th, 1882, D. 60.) 

Per hypogastrium, uterus can be felt reaching to within 
3 in. of the base of the ensiform cartilage, and about 6 in. 
above the navel. Its shape is somewhat irregular. Head 
of foetus plainly felt below the right hypochondrium. 
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Maximum intensity of heart-sounds 2^ in. above and to 
the right of the navel (breech presentation). 

Uterine bruit plainly heard over an area bounded inter- 
nally by a line extending perpendicularly 3 in. to the left 
of the navel, and reaching from 2^ in. above the level 
of the navel down to Poupart's ligament. From the 
upper limit of this line the upper boundary passes to the 
left and downwards, in a line convex upwards, to the left 
anterior superior spine. Within the whole of this area 
the uterine bruit is heard ; all of the area is external to 
the line of the epigastric artery. Over nearly the left 
half of this area (which is also the place of greatest in- 
tensity of the sound) distinct friction can be felt. 

On turning the patient on the right side the bruit is 
still felt on deeper palpation, but no proof can be estab- 
lished of change of position of the area of audible or pal- 
pable bruit. 

Per vaginam, no uterine artery to be felt ; cervix to 
the left. 

The following case is (so far as I know) the first in 
which a palpable uterine bruit has been recorded in a 
fibrous tumour of the uterus. 

Uterine fibrous tumour ; palpable uterme bruit, — Lydia 
S — , 8Bt. 41, married three years, three children, last child 
2| years ago, no miscarriages. (Samaritan Hosp., Nov. 
9th, 1877, No. 425.) 

Complains of a lump in the abdomen seven years and 
fiooding one year. 

Catamenia began at sixteen years of age ; irregular for 
the first year ; very scanty till marriage ; after marriage 
the duration of the periods was three or four days. 

At the age of thirty-three the periods recurred every 
three weeks, lasted seven days, and were more profuse. 

In July, 1876, after a menstrual period she began to 
flood, losing blood altogether three weeks. Since that 
time the periods have been less profuse and the intervals 
one month. The duration of the periods is now four days. 
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Seven years ago (aet. 34) patient noticed a lamp in her 
abdomen aboat tbe navel. 

In the last pregnancy and lying-in about three years 
ago (which were natural), she noticed that she was very 
large. The lump has grown rapidly since then. 

At present she suffers inconvenience but no pain. 

Abdomen distended above the level of the navel by a 
tumour the size of a man's head ; hard, dull, not fluctuat- 
ing, somewhat irregular on the surface, but generally 
round ; freely moveable from side to side ; can be raised 
somewhat, but not much. 

In the right groin, over some 2 in. square, a friction is 
felt, pulsating with the patient's pulse and multiple, 
corresponding with the uterine bruit heard over the same 
area. 

Per vaginam, cervix high up, not very hard, os patulous, 
admitting the first joint of the index finger; moves with 
the abdominal swelling. 

Sound 8 J in., concavity forwards, not freely moveable 
within the cavity, but moving en masse with the uterus. 

The suggestion that a uterine bruit may arise in veins 
has long ago been made, but hitherto no case bearing on 
the question has been published. 

The following case seems to supply the deficiency : 

Uterine fibrous tumour ; uterine bruit heard over the 
area occupied by venous sinuses, — Emma C — , aet. 22, single. 
(St. George's Hospital, Wright's Ward, admitted July 
30th, 1882, died August 17th, 1882.) 

Two months' pain in abdomen and sacrum. Abdomen 
'^ always large and hard," but for '^ last week or two " 
much larger, and indeed ^^ as big again." 

Menses began ast. 17, regular till eight weeks ago; 
the next period lasted only three days ; the last period 
before admission was marked by very severe flooding last- 
ing fourteen days, with clots, continuing to the time of 
admission. 
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Extreme pallor, pigmentation of palms of hands and 
soles of feet, varying much, the colour being sometimes 
actually yellowish brown. Faint systolic bruit heard all 
over cardiac area. 

Abdomen much distended by a globular tumour, toler- 
ably uniform and hard, reaching to within 3 in. of ensifgrm 
cartilage. 

Uterine bruit very distinctly heard in both groins and 
thence across the lower part of the front of the tumour. 
It cannot be felt. 

The patient died of haemorrhage. 

Autopsy (sixteen hours after death). — All the organs 
were bloodless. Uterus much enlarged by a large fibrous 
tumour. On the upper and posterior surface on the left 
side a small fibroid the size of an egg is seen. The 
vessels of the tumour were injected with plaster of Paris 
through a large vein in the broad ligament on each side. 
In the front of the tumour an arch was formed by large 
veins from each side, exactly corresponding to the position 
of the bruit during life. No special arrangement of 
arteries could be seen. When the uterus was dissected, 
no opening of any vessel could be seen, nor did any of 
the injection escape. At the os uteri internum, there 
was a plexus of very small vessels in the mucous membrane 
still retaining their red colour. 

Microscopical examination showed the tumour to be a 
fibromyoma. (From P.M. and Case Book, 1882, No. 254.) 

It need only be added that friction is often felt in the 
veins of the neck in anaemic women, and that the vibra- 
tions can be also appreciated as a venous hum. Both can 
be stopped by pressure on the vein above. 

Dr. G-BBvis would like to ask Dr. Champnejs why, precisely, 
he adopted the term " palpable bruit " to express the pei'ception 
of a localised pulsation ; and also whether, in the course of his 
observations, he had found corroborative evidence of Dr. Hicks's 
suggestions as to the effect of the uterine contractions on the 
characters of the souffle. 

Dr. Hesman thought the variations in loudness of the 
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murmur to which Dr. Ckrris bad referred were of mach import- 
ance ia its identification. There was no idnd of abdominal 
enlargement in which a marmor having rhythmical variations 
in loudness was heard, excepting that produced by uterine 
tumours. The presence of such a murmur showed that a 
tumour was uterine, but did not give any further information 
as to its nature. The murmur might be as a rale louder, and 
the variations more marked in pregnancy than over a uterine 
fibroid ; but he had heard murmurs over fibroids louder than 
those audible in some cases of pregnancy in which the uterus 
was enlarged to the same extent, and therefore he did not think 
the murmur was to be relied upon in the diagnosis between 
pregnancy and fibroids. 

Dr. John Phuxips asked if Dr. Champneys had had any 
experience in vaginal stethoscopy, and if so, whether it was 
corroborative of the hypogastric signs. 

Dr. GAI.ABIN asked if the author attributed importance to 
the quality of the blood as a cause of the uterine bruit. He 
thought himself that it had much to do with it, and accounted 
for its g^reat variations in different persons. The natural change 
in pregnancy would probably render a bruit more easQy pro- 
duct, still more would pathological anemia. He had found 
bruits more often heard in fibroid tumours when the patients 
suffered much from hsBmorrhage. He had found a few instances 
in which, in pregnancy, a bruit was produced so easily that the 
bruit heard was dicrotic, that is to say, the dicrotic wave as 
well as the primary wave of the pulse had force enough to 
produce a bruit. In all these cases there was very marked 
ansemia. He would go rather further than Dr. Herman in 
drawing an inference from the changes in the bruit produced 
by uterine contraction. Doubtless there might be enough con- 
traction in a fibroid tumour to alter somewhat the quality of 
the bruit. But, as Dr. Hicks argued, in opposition to Dr. 
Matthews Duncan, that the tangible changes due to contraction 
in a pregnant uterus could be distinguished from those in a 
fibroid tumour as being more marked, so he held, as to 
changes in the bruit. If the contractions first elevated in a 
very marked way the pitch of the bruit, and then, when at its 
height, almost extinguished a bruit, which before was loud, he 
thought that there was a very strong presumption in favour of 
pr^nancy, as opposed to fibroid tumour. 

Dr. M. Handfibld-Jones remarked that in some of the 
observations reported the uterine soufQe was said to have been 
absent, and asked how often auscultation had been practised on 
the patients. Not infrequently the souffle was absent for con- 
siderable intervals and could only be detected by repeated and 
careful examinations. Observations of Dr. Andreiew went to 
show that under sufficiently searching auscultation the uterine 
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souffle could always be detected both before and after labour. 
For some time after expression of the placenta the souffle was 
usually absent, and this fact seemed confirmatory of the opinion 
that the character and intensity of the souffle was modified 
greatly by uterine contractions ; the probability of hearing the 
sound post-partum seemed to vary inversely with the degree of 
uterine retraction. Dr. Handfield- Jones asked if Dr. Ohampneys 
could account for the fact that the uterine souffle was usually 
heard on the left side, also whether he thought the souffle was 
always multiple. 

Dr. Amand Eouth asked how long the uterine souffle persisted, 
first after labour, second after the death of the foetus in utero. 
He had seen a case at Charing Cross Hospital where labour had 
to be induced for incontrollable vomiting, in which vaginal 
stethoscopy proved the souffle to exist two or three weeks after 
the presumed death of the foetus, which was mummified, the 
souffle being inaudible over the abdomen. He had frequently 
heard the souffle per vaginam over the cervix uteri, when 
inaudible over the abdomen ; and, so far as his experience went, 
he had found that whenever the souffle of a pregnant uterus 
was audible over an abdominal area, it was also audible over 
the cervix uteri per vaginam. In one case of a souffle being 
heard in the abdomen over the site of a uterine fibroid, it was 
not audible over the cervix uteri. If this distinction between 
the area of diiffusion of the souffle of pr^nancy and that of 
uterine tumour be trustworthy, it would serve as a material aid 
in differential diagnosis. 

Dr. W. S. A. Griffith thought that the dextrotorsion of the 
uterus, which only occurs to a very limited extent, was by 
itself insufficient to explain the frequent absence of the uterine 
souffle on the right side ; some other explanation was wanted 
which woidd apply equally to the cases in which it was absent 
on both sides. The great cause of the bruit was almost cer- 
tainly the passage of blood suddenly from a small into a larger 
channel at the junction of the uterine arteries and sinuses. 

Dr. Champneys replied to many of the questions that the 
subject was so large that he had not attempted a complete 
study of it. In this sense his observations were confessedly 
imperfect. To Dr. Qervis, he replied, that by a " a palpable 
uterine bruit" (an expression used by Rotter) he meant 
a bruit which was also palpable as a thrill; the expression 
was obviously paradoxical, but he thought it was the shortest 
way of expressing the facts. With Dr. Galabin he was inclined 
to agree that marked rising in pitch was characteristic of the 
souffle in the pregnant uterus rather than the fibroid uterus. To 
Dr. John Phillips and to Dr. A. Bouth, he said that he had not 
used the vaginal stethoscope, as the gain by such an instrument 
was very questionable, while the objections to its use were 
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obvious. He had never observed dicrotism in the souffle, but 
should look out for it in the future. He could not be certain 
whether the murmur heard in the fibroid uterus, and proved by 
autopsy to have been produced in the veins, was continuous or 
not. The case was only temporarily under his care ; had he 
known what he should fiiad he would have made more minute 
notes at the time. Dr. Handfield-Jones asked whether he 
thought the souffle was always multiple. He thought the 
typi(^ souffle was. It was often musical, and the strength of 
the various notes (which sometimes formed a sort of chord) 
pointed to their being produced by many vibrating bodies rather 
than to their being harmonics on a fundamental, produced by 
one vibrating body. The same was true when the sounds were 
not musical. As to the exact length of time the souffle was 
audible after deliveiy, the number of times auscultation was 
practised, &c., he could not make an answer without referring to 
his hospital notes. In answer to Dr. Handfield-Jones, he said 
that he believed that the cause of the greater frequency of the 
souffle on the left side was the dextral rotation of the uterus, by 
which the left comu of the uterus came to lie nearer the anterior 
wall of the abdomen than the right comu ; it was along the sides 
of the uterus that the large vessels ran to the uterus. Dr. W. 
Griffith says that '* the cause of the souffle is the entrance of 
blood into a large cavity." That is probably the chief cause, 
but the difficulty in assigning a cause is that there are many 
other sufficient causes, such as the sudden curves in the arteries, 
the quality of the blood, &c. To eliminate these is difficult. 
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OCTOBER 6th, 1886. 

J. B. Potter, M.D., President, in the Chair. 

Present— 46 Fellows and 7 visitors. 

Books were presented by Dr. Bossi, Dr. Edwards, Dr. 
Pinard, the Boyal Medical and Chirurgical Society, the 
Medical Society of London, the College of Physicians of 
Philadelphia, the Council of University College, Guy's 
Hospital Staff, and the Middlesex Hospital Staff. 

David Pennell,L.K.Q.C.P.; Herbert A. H. Fenton, M.D. ; 
Ernest H. Freeland, L.R.C.P.Lond. ; G. Carrick Free- 
man, L.R.C.P.Lond. ; Charles J. Jacomb-Hood, L.R.C.P. ; 
Frederick A. T. O^Meara, L.R.C.P. ; and George S. Ware, 
L.R.C.P.Lond., were admitted Fellows of the Society. 

Hunter J. Barron, M.D. (Finchley) ; Arthur B, Car- 
penter, M.A., M.B.Oxon. (Croydon) ; Charles W. Chap- 
man, L.R.C.P.Lond. (Shepherd's Bush); Archibald Donald, 
M.A., M.B.Edin. (Manchester) ; Henry H. Holberton^ 
L.R.C.P.Lond. (East Molesey) ; Arthur A. Jamieson, 
M.D.Glas. (St. Helens) ; Shadforth Morton, M.D.Dur. 
(Croydon) ; and Thomas A, Papillon, L.R.C.P. (Oakham), 
were declared admitted. 

The following gentlemen were elected Fellows of the 
Society : — Robinson Boustead, M.D. (Brighton) ; Frederick 
Bazley Fisher, L.R.C.P. Lend. (Dorchester) ; and Henry 
Louis Preston Hardy, M.R.C.S. (Kingston-on-Thames), 
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The following gentlemen were proposed for election : — 
William Percy Ashe, L.E.C.P.Lond (Chislehurst) ; A. 
H. Preeland Barbour, M.D.Ed. (Edinburgh) ; Ambrose 
Edward Lea Charpentier, M.B.Dur. (Uxbridge) ; Lans- 
down Murray Guilding, M.A., M.B.Oxon. (Beading) ; 
Horace Hartley, L.R.O.P.Ed. ; Sidney Fred. Harvey, 
L.E.C.P.Lond. ; Charles Hoar, M.B.Aber. (Hurst Green) ; 
Herbert Chamney Hodges, L.E.C.P.Lond. (Watton) ; 
William George HoUoway, B.A., M.B.Cantab. ; John 
Stuart Hutton, L.E.C.P.Lond. ; Prank Bingley Pullin, 
L.E.C.P. (Peel); Arthur Cresswell Eich, M.D.Lond. (Liver- 
pool) ; Arthur Dumville Eoe, B.A., M.B.Cantab. (Wands- 
worth); Eobert Sanderson, M.B.Oxon. (Brighton); Edward 
Stewart, M.D.Brussels; William Woolmington Webber, 
L.E.C.P.Ed. (Crewkeme) ; George Fred. Welsford, B.A., 
M.B.Cantab. (Woodstock) ; Charles J. West, L.E.C.P. 
Lend. (Streatham) ; Eobert Wharry, M.D.Aber. ; and 
Walter Essex Wynter, F.E.C.S. (Twickenham) • 



MICEOSCOPIC SECTIONS OF UTEEUS EEMOVED 

FOE CANCEE. 

By Abthub Lbwees M.D.Lond., 

ASSISTAKT OBBTBTBIO PHYSICIAK TO THK LONDON HOSPITAL. 

De. Lbwebs showed sections of the uterus he extirpated 
in March last for malignant disease of the body. 

Professor Victor Horsley had kindly examined them 
and reported that the malignant growth was carcinoma- 
tous. He also examined a section of the nodule in the 
cervix of the same uterus, and reported that it was an 
ordinary fibroid. 

It may be remembered that when the uterus was shown 
at the meeting of the Society in March, some of those 
present considered that the presence of this nodule in the 
cervix should have contra-indicated the operation. 
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* 

Dr. Lewers had seen the patient and examined her on 
October 5tli, seven months after the operation, and was 
glad to say that so far there was no return of the disease. 

A gratifying feature in the case was the complete relief 
afforded by the operation from the severe pain the patient 
had previously suffered from. 



PCETUS FROM A RUPTURED TUBAL GESTATION. 

By Aethue Lbwees, M.D.Lond. 

The foetus was removed twelve days after rupture of 
the tube had taken place, by incision into the retro- 
uterine hematocele so formed immediately behind the 
cervix. 

The following is an abstract of the case : 

P. R — , 89t. 27, married eight years, two children, the 
last four years ago, no miscarriages, was admitted to the 
London Hospital on April 17th, 1886, complaining of 
pain in the right iliac and lumbar regions, also in the 
hypogastrium. 

History. — Patient was last poorly on March 28th, 1886; 
the period lasted seven days, and she passed a clot one 
and three quarter inches long. Before this she had seen 
nothing for two months. She had had dull aching pain in 
the lower part of the abdomen on and off like that which 
she had three years ago. The pain was somewhat relieved 
on March 28th, when the period began. 

It seems that the pain referred to first came on three 
years ago when she was suckling her second child, which 
she did for twelve months. She thinks it was caused by 
catching cold just before she expected to be unwell. The 
period did not come on, and she saw nothing for six or 
seven weeks ; then she became poorly and passed a clot 
exactly like the one she passed recently in March last. 

Catamenia first appeared when she was thirteen, occurred 
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regularly every four weeks^ lasting three to four days^ and 
were unattended by any pain till three years ago. Since 
then she has had pain for two or three days befoi'e each 
period, relieved by the flow. 

Since marriage has menstruated every three weeks, and 
has lost much more than before. 

State on admission (April 17th, 1886). — ^Uterus movable, 
but less so than normal ; an elastic swelling the size of 
a large egg, somewhat fixed, is felt occupying the right 
^posterior quarter of the pelvis. Sound passed three 
inches. Cervix torn bilaterally ; there is a granular 
erosion or eversion round the external os. Temperature 
100^ 

From April 17th to April 24th temperature normal. 

April 24th. — Temperature rose to 101°. Patient was 
neariy doubled up with severe pain in the lower part of 
the abdomen. Twelve leeches were applied to the hypo- 
gastrium, after which the pain was relieved considerably. 
No marked collapse. 

26th. — Patient began to lose blood from the vagina. 
Still some pain at short intervals in the same place as 
before. 

May 8rd. — Since April 24th the temperature has gone 
up at night to 100° or 101°, falling to normal in the 
morning. 

Vaginal examination. — The uterus is very low down and 
pushed close behind the pubes. A tumour is now felt 
behind the uterus, bulging down the posterior vaginal 
wall, and extending laterally right across the pelvis. 

May 6th. — Temperature at night has been high since the 
last note. It was thought that suppuration was taking 
place. An incision an inch across was made into the tumour 
through the posterior vaginal wall close to the cervix. 
Some dark blackish fluid and chocolate-coloured clot 
escaped from the opening. 

May 10th. — The finger was passed cautiously into the 
cavity to see if any loose pieces of clot were present. 
What was thought to be a large piece of loose clot was 
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booked out^ but on snbseqnent examination it was seen to 
be a foetus, the specimen shown. 

Great difficulty was experienced in keeping the cavity 
sweet in spite of frequent irrigation with carbolic acid 
lotion (1—40) and the introduction of iodoform into it ; 
and on May 16th, the temperature having been 104° for. 
the preceding two nights, an attempt was made under ether 
to remove any portions of the. decomposing clot that seemed 
ready for removal. While doing this a very sharp attack of* 
haemorrhage from the cavity of the hsematocele occurred ; 
it was only controlled by plugging the cavity with gauze. 
The gauze was removed two days after. 

Subsequently the patient did very well and left the 
hospital in the second week of July. A shallow depres- 
sion in the posterior fornix with rather sharp edges remains 
to indicate the position of the incision. There is a little 
thickening round it. The uterus is freely movable. 



BLIGHTED OVUM. 
Db. John Phillips showed a blighted ovum, 



INCOMPLETE PERICARDIAL SAC; ESCAPE OF 
HEART INTO LEFT PLEURAL CAVITY. 

By ROBBET BOXALL, M.D. 

Dr. Boxall showed the chest organs of a woman, set. 28, 
who died on tTie third day after the birth of her third 
child, with symptoms simulating pulmonary thrombosis. 
The autopsy, however, showed a congenital defect in the 
pericardial sac on the left side. Through this opening 
the heart had escaped, and was found lying in the left 
pleural cavity in immediate contact with the lung. The 
upper surface of the diaphragm in the neighbourhood of 
the heart's apex was coated with recent lymph. Behind 
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the heart was found a sickle- shaped fold, attached to the 
diaphragm below and extending upwards as far as the 
entrance of the vena cava inferior into the right auricle. 
The above-mentioned fold formed a pouch three qaarters 
of an inch deep, from which the apex of the heart had 
escaped. This accident was followed by urgent dyspnoea 
and collapse. A distinct systolic murmur was audible 
oyer the whole cardiac area. The patient died thirty 
hours after the accident had occurred* 

Dr. Ghampkets said that out of the many points of interest in 
this valuable specimen, and the short history given with it, he 
wished to call attention to one. The natient had the symptoms 
usually associated with pulmouary thrombosis, but none was 
present. There was a systolic murmur heard all over the 
pnecordia. This murmur reminded him of the valuable observa- 
tions made by Dr. Angel Money at the General Lying-in 
Hospital, and recorded by him in the * Med.-Chir. Trans.' (vol. 
Ixv, 1882, p. 87). Murmurs were found by him in about 75 per 
cent, of 111 Ijing-in women observed consecutively. The 
murmurs were generally transient, and among the possible causes 
for some of them (not to enter into particulars) was the re- 
arrangement of the thoracic viscera which presumably takes 
place after delivery ; since it is known that m pregnancy the 
shape of the thorax alters, though its capacity is not mminished. 
In the present case the cause of the murmur was presumably 
the friction of the blood against a more or less kinked blood- 
vessel. 



BLEMATOCBLE FEOM RUPTURED GRAAFIAN 

FOLLICLE. 

By WiLLiAK Duncan, M.D. 

Dr. William Duncan showed the ovaries and tubes 
removed by his colleague, Mr. Bland Sutton, from a 
patient under his care. The right ovary contained a cyst 
(which had ruptured) the size of a walnut ; the left ovary 
also contained a cyst which had ruptured, giving rise to 
a haematocele the size of an orauge, which was limited by 
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a piece of omentum surrounding it. The patient had 
suffered for two years (from her last confinement) from 
tnenorrhagia and dysmenorrhoea. She made an uninter- 
rupted recovery after operation. 



CYSTIC OVARIES REMOVED FOR DYSMENOR- 

RHCEA. 

By William Duncan, M.D. 

Dr. William Duncan showed the ovaries removed from 
a woman, 8Bt. 23, who had suffered from intense dysmenor- 
rhoea ever since the onset of the catamenia. She had 
been subjected to a variety of treatment ; blisters to the 
ovarian regions, division of the cervix, hot douches, &c., 
without any benefit. 

Six months after Dr. Duncan removed her ovaries she 
was in perfect health and free from all pain. 

Dr. Herman said that he did not think three months (the 
time during which Dr. Duncan had stated that he had ohserved 
the patient subsequent to operation) was long enough to judge 
whether pelvic pain was permanently removed by it. Nearly all 
patients suffering from pelvic pain were temporarily benefited by 
hospital residence alone, without other treatment. His own 
experience of the results of removal of ovaries simply for the 
relief of pain was unfavourable. 

Mr. Alban Doran believed that, as Dr. William Duncan had 
suggested, the pain was caused by the cystic condition of the 
ovary. He further believed that, through some unknown 
influence, which might some day be explained, a cystic tumour 
of the ovary affected the general health of the patient before it 
produced any pressure effects. A very large, solid uterine myoma 
often altered a patient's expression but little, if at all ; whilst a 
woman subject to ovarian cystic disease often presented a charac- 
teristic appearance, described by Spencer Wells and others, long 
bef'oi:e the tumour gave her trouble. Mr. Doran admitted that 
his statement was a hypothesis, but the ovary exerted a con- 
siderable influence on the organism when healthy, so that it was 
reasonable to infer that it also exerted a similar influence when 
not healthy. 

Dr. Champneyb asked Mr. Doran if he was not familiar with 
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cystic OYaries in infants as well as adalts, no symptoms liaving 
been produced by their presence, and whether he considered the 
mere presence of cysts evidence of disease. He asked Dr. W. 
Duncan on what he founded his evidence of cervical stenosis. 

In reply to Dr. Champneys, Mr. Doban admitted that cysts 
were found in the ovaries where no symptoms had existed, but 
there were many different varieties of cysts, and pathology 
showed that the same disease did not always produce the same 
symptoms. * Where constitutional effects were observed, there 
was probably change in the stroma, as well as in the ever-growing 
cyst itself. A tense cyst in tough stroma might reasonably be 
expected to cause pain, in the ovary as elsewhere ; and, as he had 
already suggested, there were probably physiological as well as 
mechanical effects produced by the growth of a multilocular 
cyst. 

Dr. Bbaxton Hicks thought that Mr. Doran's explanation was 
the most probable, namely, that the pain arose from tension, and 
largely depended on the hardness of the ovarian tissues inside 
and on the surface of the organ. 
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CASES OP EUPTUEBD UTEEUS. 
By Joseph GEirriTHS Swatnb, M.D., 

CONSTTLTnra PHYSIOIAK ACCOrOHEUB TO THB BBI8TOL OEKEBAL HOSPITAL, 
AKD LEOTUBEB ON MIDWIPBBT AT THE BBI8T0L MEDICAL SCHOOL. 

Of all the complications of labour^ rupture of the 
uterus is the most fatal^ and with the exception^ perhaps^ 
of inversion^ tbe most rare. As regards its mortality^ the 
lowest average deduced from hospital statistics^ viz. that 
of C. Braun^ gives it at 89 per cent.^ whilst as regards 
frequency, the highest average, that of Dr. Barnes* gives 
only one case of ruptured uterus in 1318 labours. Every 
case of the kind is worthy of record, and I therefore 
venture to bring before this Society my own limited ex- 
perience of this accident. As Dr. Barnes justly remarks : 
''There are few subjects in obstetric practice more 
interesting or possessing a wider range of relations than 
rupture of the uterus." 

I have only met with four cases in the course of my 
practice, but tbe first of these is especially worthy of 
notice, for it is one of those rare instances in which 
rupture takes place during gestation and is as follows : 

1. On Wednesday, May 7th, 1856, I received a 
coroner's order to examine the body of Sarah Williams, 
the wife of a shoemaker, residing in Clarence Eoad, St. 
Philip's, Bristol. She was stated to have died during 
labour, and the relations imputed blame to the parties 
in attendance upon Her. She was thirty-seven years of 
age, had given birth to six children previously without 
any difficulty, and had also miscarried twice. I was 

* * Obsietrio Medicine and Surgery/ toL iii, p. 812. 
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asaiBted in tlie post-mortem ezammation by tlie late Mr. 
Croaby Leonard. The body was beginning to decompose 
rapidly, althongli the examination was not more than 
twenty-foor houra after death. The abdomen especially 
waa moch discoloured. Before opening the body we 
made a vaginal examination and found bnt little shorten- 
ing of the cervix nteri. The os was high and difficult to 
reach ; it would but just admit the index finger. A small 
band could be felt presenting at the os internum. On 
opening the abdomen we found considerable extravasation 
of blood between the abdominal parietes and the peritoneum. 
The peritoneal cavity contained some reddish-brown 
eernm; the intestines were streaked 
flammation and here and there slight 
the quantity of effused lymph was i 
uterus had acarcely enlarged anfficien 
pelvis ; in front of it was a membre 
reaembling the bladder ; this bag wa 
uterus behind and the abdominal p( 
attempting to remove the parts the I 
point, where it was very thin. We 
contained a foetus of nearly five moni 
mnch decomposed. A considerable i 
extravasated beneath the peritoneun 
muscles. On removing the parts an( 
found a rent in the anterior part of 
joins the bladder. It was about tv 
and ran obliquely downwards from i 
ing through the muscular substance, 
peritoneal coat. The hand and foe 
were contained in the utems ; the re 
together with the placenta, throug] 
between the bladder and uterus, covet 
which passes from one to the othei 
healthy and contained very little urini 
were healthy. 

On making inquiry of the midwife 
the first instance I learnt that she he 
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about three montlis before her deaths and from that time 
complained at intervals of pain in the left iliac region. 
There was also a discharge^ which was occasionally profuse^ 
of a dirty, offensive, watery flaid. At the time of the 
accident she considered herself to be seven months preg- 
nant. From that time she appeared to decrease in size 
rather than otherwise. 

Mr. Parsons, who subsequently attended her, gave me 
the following history of the case. He first saw her 
between 9 and 10 on Sunday^ May 4th, three days before 
her death. He was then informed that a midwife had 
seen her and had gone away. She had at that time a 
slight bloody discharge coming from her. There were 
scarcely any pains properly so called, but rather an 
abdominal tenderness, which was increased on pressure. 
The OS uteri was not sufficiently dilated to admit the tip 
of the finger, and no presentation could be felt. The 
woman was chilly, her countenance was blanched and her 
pulse weak and compressible. Mr^ Parsons went away 
and saw her again at 12. She then seemed better, the 
pain was less and the discharge had ceased. He again 
left her, with orders to send for him if required. They 
sent for him on the morning of the following day. Mr. 
Parsons was then engaged with another patient, and 
advised them to get some medical man nearer at hand. 
However, they again sent for him in the afternoon of the 
same day, when, being disengaged^ he saw her about 4 
p.m. At that time symptoms of peritonitis were present. 
There was great abdominal tenderness,. especially between 
the umbilicus and pubes, and much prostration of strength. 
There were no labour pains and no presentation could be 
felt. Mr. Parsons ordered six leeches to be applied to 
the abdomen, and a poultice afterwards, and gave her a 
dose of Battley's Liq. Opii Sedat., and also some Hydrar- 
gyrum c CretA. He left her about 9 p.m. On Tuesday 
morning he was again summoned to her and went imme- 
diately, but found her dead when he arrived. The 
coroner's jury returned a verdict of death from natural 



216 EUPTUEID UTKEITS. 

causes, and exonerated the parties in attendance from 
any imputation of neglect. 

Remarks. — Instances of ruptured uterus during preg- 
nancy, and especially during early pregnancy, are of 
rare occurrence ; but a case like that described above, 
where the foetus occupied so peculiar a position after its 
escape from the uterus, is, I believe, almost unique. In 
most cases rupture of the uterus during gestation has 
been the result of some obvious cause, such as blows or 
direct violence, abscess, or other organic disease of the 
walls of the uterus, &c. In some cases it has occurred 
without any assignable cause, and has been attributed to 
irregalar action of the uterine fibres, as in that related by 
Mr. Scott, of Bromley ('Medical Repository,' vol. ii), 
where the patient was awakened from sleep by it. In 
another case, described by Mr. Glen, of Brompton, and 
quoted in Dr. Merriman's ' Synopsis,' the accident appeared 
to have been occasioned merely by stooping. Dr. Harri- 
son (' American Journ. of Med. Science,' vol. viii) relates 
the case of a pluripara in whom rupture of the f undas 
uteri took place in the fifth month after a long walk. 
She felt a sudden and severe pain '^ as if something had 
given way within her," and died in a few hours. In the 
case I have just related there was much obscurity both as 
to the cause of the rupture and the time when it occurred. 
According to the midwife's account, the woman had a 
severe fall as much as three months before her death. 
At that time she considered herself seven months preg- 
nant, but this must have been an error. The development 
pf the uterus and of the foetus both show that at the 
time when the death of the latter took place she could 
not have been more than five months pregnant. Concep- 
tion having taken place during lactation, she had no 
certain data from which to reckon the commencement of 
pregnancy. The fall which she experienced most prob- 
ably caused the death of the foetus, as the abdomen 
shortly afterwards subsided, and ceased to increase ; and 
an ofEensive discharge began to escape from, the vagina. 
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The rupture of the uterus, however, could not have taken 
place much more than three days before death ; for on 
Saturday, May 3rd, four days before her death, she was 
stated to have been as well as usual and able to attend 
to her ordinary household duties. On the third day 
before her death, when Mr. Parsons first saw her, rupture 
of the uterus appeared to have taken place, if we may 
judge from the symptoms which were present, viz. bloody 
discharge from the vagina, abdominal tenderness and 
collapse. 

As to the cause of the rupture, it is as difficult to assign 
as the exact date of its occurrence. The state of the os 
uteri seems to show that there had been some slight 
attempts at labour, but the labour pains could scarcely 
have been sufficiently severe to cause rupture by their 
irregular action. 

It did not appear that the accident arose from any 
external injury, for there were no marks of such on the 
body, and the careful inquiries of the coroner failed to 
elicit any evidence of violence. There was no thinning 
of the uterine parietes in the neighbourhood of the rent ; 
and, on cutting into it, the tissue of that part appeared to 
be as firm and sound as that of the rest of the organ. 
On examining the tissue under the microscope and com- 
paring it with that of a healthy uterus two days after 
delivery, there were some appearances of fatty degene- 
ration, but still not sufficiently marked to enable one to 
say that they were not the result of those changes which 
ordinarily take place in the uterus after delivery. Hence 
the cause of the rupture appears to be as much veiled in 
obscurity as the other phenomena which were observed in 
this case. 

Case 2. — On April 16th, 1868, I was requested by 
Mr. Corbould to see a patient of his, Mrs. H — , living in 
Union Street, Bristol, with a view to inducing premature 
labour, because she had been twice previously delivered 
by craniotomy on account of narrowing of the pelvis^ 
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Having agreed that tbe operation was advisable I com- 
menced it by inserting a long, slender sponge-tent. When 
tbe tent was removed the liquor amnii escaped, but the 
OS was found to be very little dilated. I therefore con- 
tinued the dilatation by introducing Barnes's bags, but the 
process was very slow, and I had to introduce three of 
them in succession. The os was then tolerably dilated, 
but yet there were no labour pains and no presentation 
could be reached. I therefqr^ discontinued the use of 
the bags, thinking that, as the waters had escaped, delivery 
could not be deferred much longer. Mr. Corbould saw 
her (on April 15th) two days after this and found that 
labour pains had set in, accompanied with severe rigors. 
The patient seemed gloomy and depressed. The pains 
continued tolerably strong until the next day. The os 
was now well dilated, and Mr. Corbould, on recognising a 
shoulder presentation, sent immediately for me. I arrived 
on the afternoon of April 16th. The pains were then 
very strong and she was under the full influence of chloro- 
form, which Mr. Corbould had administered. On exam- 
ining, I found the whole of the right arm and shoulder 
(which was much swollen and ecchymosed) protruding 
beyond the os externum. As the pains were very strong, 
and more and more of the right side was protruded with 
each pain, so that there seemed 4b good chance of spon- 
taneous expulsion, I determined not to turn, but to wait 
the course of events. After three or four strong pains, 
the whole of the right side, breech and inferior extremities, 
were expelled, and the rest of the child followed. It was 
a good-sized male child for eight months, and had appa- 
rently been dead for three or four hours* As soon as the 
effect of the chloroform had passed off, our patient com- 
plained of severe pain in the right iliac region and began 
to vomit. The vomiting constantly recurred for the next 
two days, the matters ejected being copious, at first 
bilious in character, but afterwards assuming the appear- 
ance of coffee grounds. Her pulse became very rapid, the 
abdominal tenderness increased, and there was much tym* 
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panites. We applied tnTpentine stupes^ ^ave her opiates 
to allay sickness^ and kept her up as much as possible by 
beef-tea, brandy, soda-water, &c. Still the symptoms 
continued unabated until the moruing of April 18th, when 
she said that she was free from pain and had had a better 
night. There was no improvement, however, in the other 
symptoms, and in the aftemodn of the same day she 
rapidly sank and died, exactly forty-eight hours after 
delivery. 

We made a post-mortem examination on the following 
day. The body was very fat and already showed many 
signs of decomposition. There were some slight marks of 
peritonitis such as a few flakes of lymph, and turbid, red- 
dish serum in the peritoneal cavity around the pelvic 
viscera. We found a rupture of the neck of the uterus 
just below the os internum. The opening would about 
admit two fingers. From thence there had been an 
escape of black, fcetid discharge, apparently altered blood 
and lochia, which had burrowed below the bladder and 
underneath the peritoneum forming the broad ligament, 
for a considerable distance into the iliac fossa, causing 
complete disintegration of the iliacus muscle. There was, 
however, no opening into the peritoneal cavity. On 
measuring the pelvis we found that the antero-posterior 
diameter of the brim was five inches and the transverse 
four and a half, so that the diameters of the brim were 
reversed, causing the pelvis to assume somewhat of the 
male form. It is difficult to account for the obstacles 
presented to delivery in the two previous labours. 

Remarks. — There were two or three untoward compli- 
cations in this case which no doubt contributed greatly 
towards the unfortunate result. The escape of the waters 
at the commencement of the process of dilatation and the 
transverse position of the child, tended in all probability 
to render this process tedious and difficult, and the long- 
continued pressure of the dilators tended to weaken the 
tissue of the cervix uteri and render it more liable to 
laceration when undergoing the tremendous strain put 
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upon it by the Qxpulsion of tHe child in a doubled posi- 
tion ; for there is every reason to believe that the rupture 
of the uterine neck took place at that time. In this case, 
as in the last> the peritoneal sac was uninjured^ but there 
waQ very extensive extravasation into all the tissues 
beneath it, causing a shock to the system which rapidly 
proved fatal. Since the occurrence of these cases great 
improvements have been made in obstetric surgery as 
regards the treatment of ruptured uterus, bat I cannot 
understand how a surgical operation would have been of 
any service in either of them. They were both instances 
of partial laceration of the uterus, but the two following 
cases are well-marked examples of complete rupture. 

Case 3. — On November 8th, 1863, Mr. Hamilton 
requested me to see a Clifton Dispensary patient whom 
he was attending with Dr. Parsons. She had had six 
labours previously, all difficult, three of the children 
having been bom alive and three still-bom and delivered 
by instruments. Mr. Hamilton stated that the labour 
began about 5 a.m. and continued until 9 p.m. Though 
the pains were very severe the head had been immovably 
fixed for some time at the upper strait of the pelvis, where 
he could but just reach the ear. She then suddenly 
experienced a severe pain in the abdomen, with symptoms 
of faintness and collapse, followed by frequent vomiting, 
but not of a coffee-grounds character. The ear immediately 
receded out of reach. This was the account I received 
on visiting her at 10 p.m. Her countenance was then 
very pale, sunken, and anxious, the pulse so small and 
quick that it could scarcely be felt or counted ; there was 
also great abdominal tenderness and urgent vomiting of 
a bilioas character. The labour pains were very few and 
ineffectual, and had, in fact, almost entirely ceased. The 
head was now so high that the ear could not be reached 
without introducing the entire hand into the vagina. 
There was considerable diminution of the antero-posterior 
diameter of the pelvis ; the upper part of the sacrum being 
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SO prominent that it could readily be reached by the finger 
in an ordinary examination. The symphysis pubis also 
projected inwards in a very marked manner. On feeling 
the abdomen I could recognise every part of the child^s 
body very distinctly through the parietes, especially at 
the upper part of the abdomen. After a consultation we 
agreed upon accomplishing delivery without delay. 
Finding it very difficult to apply the forceps, owing to the 
high position of the child^s head, I introduced my hand 
for the purpose of turning. My fingers had scarcely passed 
the head when I felt the cord twisted round the neck and 
quite destitute of pulsation. As, therefore, there was no 
doubt of the child^s death, I withdrew my hand and 
determined on performing craniotomy as an easier opera- 
tion for the mother. This I accordingly attempted to do, 
but was at first unable to perforate the head, both from 
the firmness of the bones and from the impossibility of 
fixing it, for it receded as soon as the least pressure was 
made upon it with the perforator. To obviate this I passed 
up my hand and reached the mouth, which was opposite 
the left side of the pelvis ; I then hooked down the lower 
jaw with two fingers and fixed it by means of the crotchet. 
I was thus enabled to perforate the head through the 
orbit, but I could not extract it until I had brought away 
by far the greater portion of the cranium. The body 
also was so large that there was some difficulty in extracting 
it. The infant was a boy and of unusually large size. 
After the operation the woman seemed to be in a state of 
great collapse. The pulse was almost imperceptible and 
there was constant abdominal pain. We gave her some 
brandy and forty minims of laudanum. She continued 
in much the same condition during the following days. The 
pulse was above 130 and very feeble ; there was constant 
vomiting of a bilious character and persistent abdominal 
pain and tympanites, with great restlessness and want of 
sleep. She was freely supplied with stimulants and kept 
under the influence of opium, whilst turpentine stapes and 
bran poultices were applied to the abdomen ; but she died 
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on the morning of November 18th, five days after delivery. 
Her husband refused to allow a post-mortem examination. 
In this case the chief points worthy of notice are, I 
think, first, the absence of coffee-ground vomiting. 
Although there was no doubt that the uterus was exten- 
sively lacerated, this symptom, usually so characteristic of 
ruptured uterus, was never once present. Secondly, the 
time which the patient lived after the accident. By far 
the greater number of cases of ruptured uterus die at a 
much earlier period. For instance, out of forty-three 
cases of laceration of the uterus given by Drs. J. Clarke, 
Ramsbotham, and Collins, thirty-seven died within five 
days after delivery, and only six beyond that period. In 
the case just related death did not result from the immediate 
shock arising from the accident, but was caused by peri- 
tonitis subsequently. At the time when it occurred (more 
than twenty-three years ago) abdominal surgery was not 
so well understood as it is now, but I cannot help thinking 
that if laparotomy had been performed in the first instance, 
if the wound in the uterus had been carefully brought 
together by sutures and the abdominal viscera cleansed 
by carbolised sponges, there would have been a better 
chance of ultimate recovery. 

Case 4. — About 10 p.m. January 9th, 1884, I was sent 
for to see Mrs. H — , Whiteladies Road, Clifton. When 
I arrived I received the following history of the case from 
Mr. Talbot, who was in attendance. She had had ten 
children previously, and all had been good labours. On 
this occasion she had not been well during the latter part 
of pregnancy, being troubled with cramps in the abdomen 
and tenderness in the epigastric region. The labour com- 
menced on the morning of the same day, and went on 
well until* about 6 p.m., when the head approached the 
pelvic outlet. At that time, whilst sitting on the night 
stool, she said that she felt something '^ hitch in her in- 
side,'^ and soon afterwards felt crampy pains in her abdo- 
men, with excessive tenderness in the epigastrium. The 
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presentation then receded so far that it could scarcely be 
reached, and there was an entire cessation of proper 
laboar pains. When I saw her her face was pale and 
anxious, and there was excessive tenderness when I placed 
my hand on her abdomen. The pnlse was 100 and rather 
thready. There was no vomiting. On examining per 
vaginam I could scarcely reach the head, which was high 
above the pubes and very movable. The breech of the 
child could be felt very distinctly in the epigastric region 
close to the abdominal parietes. The foetal heart-sounds 
could not be heard. Mr. Talbot said that a loop of cord 
had come down before the head, but had receded with it 
and could not now be felt. There was no doubt that the 
case was one of ruptured uterus, and I found, on inquiry, 
that my colleague. Dr. Aust Lawrence, had already seen 
the case, and, recognising its serious nature, had gone away 
to fetch one of his surgical colleagues at the hospital, 
Mr. Dobson, in case any operation should be required. 
On their return, we all agreed that delivery should at 
once be effected by turning, and after that laparotomy 
should be performed. Accordingly, after the patient had 
been brought well under the influence of chloroform. Dr. 
Lawrence proceeded to turn. Whilst so engaged he 
distinctly felt the rent in the uterus and the surrounding 
intestines. By passing his hand through the rent he 
succeeded in reaching one of the feet in the epigastric 
region and extracting the child without much difficulty. 
It was a stillborn male child of average size. A hypo- 
dermic injection of ergot was then given. As the placenta 
was still in the uterus, and as I wished to satisfy myself 
of the existence of the rupture I passed up my hand, and 
finding the placenta detached, brought ifc away. Before 
doing so I satisfied myself that there was a very extensive 
laceration in the anterior wall of the uterus. I could feel 
distinctly several coils of small intestine. The patient 
vomited two or three times after the labour was over, but 
there was none of the characteristic ''coffee-ground vomit.^' 
We then, after a consultation, decided that laparotomy 
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wonld give her the best chance of recovery. Accord- 
iDgly^ having pat her under cbloroform and using carbolic 
spray and every other antiseptic precaution, Mr. Dobson 
laid open the abdomen by an incision from a little above 
the umbilicus to a little above the pubes. The abdominal 
parietes, when divided, appeared very bloodless, and there 
were no vessels which required tying. Having removed 
a large flat clot about the size of a soup plate, and 
sponged up a quantity of fluid blood, the surface of the 
uterus was fully exposed to view. There was a large rent 
extending obliquely on the anterior surface of the uterus 
from the right round ligament into the upper part of the 
vagina on the left side. The torn peritoneum had re- 
tracted about an inch both from the muscular substance 
of the uterus and from the upper part of the bladder. 
Having drawn off the urine, Mr. Dobson brought the 
torn edges of the uterus together by several stitches of 
carbolised silk, and then carefully united the torn edges 
of the peritoneum by several finer sutures of similar charac- 
ter. The viscera were theu thoroughly cleansed by carbol- 
ised sponges, and the edges of the abdominal incision brought 
together by carbolised sutures and strips of adhesive plaster. 
After the operation, the collapsed condition of the patient 
increased ; she appeared in a moribund state, and died about 
a quarter of an hour after its termination. When the uterus 
was exposed I observed on its anterior wall, near the centre 
of the fundus, a purple spot, which felt soft and pulpy, and 
the uterine appendages had an oedematous appearance. 

In this last case the uterine laceration was so extensive 
that a good many sutures were required to bring the torn 
parts properly together, so as to prevent the subsequent 
escape of the lochia and other discharges into the abdo- 
minal cavity, for the uterus itself seemed to have very 
little power of contraction left. On this account, perhaps, 
the removal of the entire uterus by Porro's operation 
would have been preferable, but the prostration of the 
patient was so excessive, apparently quite as much from 
hemorrhage as from shock, that we decided not to add to 
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this risk by an operation which might possibly involve a 
still further loss of blood. More than two years, how- 
ever, have passed since the occurrence of this case, and 
these have added considerably to our knowledge as to the 
results of Porro's operation ; and although further statistics 
are required to settle the point as to the superiority of 
this operation over any other, yet the results which have 
been obtained by it so far hold out very good prospects 
of future success. 



CASE OP RUPTURE OF THE UTERUS. 
By Richard Cox, M.D. 

On the 2nd of May, 1886, at 6.30 p.m., upon my return 
home, I found an urgent message requesting my attend- 
ance upon Mrs. A. C — , a multipara, aet. 38. 

Upon reaching the house I was informed by the midwife 
in attendance that labour had commenced about 8 in the 
morning, and had gone on without causing any anxiety 
for some hours. The head, so the midwife said, could be 
readily felt, and the pains being very strong she expected 
an early termination of the case. Suddenly about 3 p.m. 
the patient became very sick and faint, and the expulsive 
pains of labour at once ceased, being followed by a 
different but more agonisiug and continuous pain. I was 
then sent for, but, as before stated, being unfortunately 
from home, did not reach the case until nearly four 
hours after this had happened. Upon examining the 
patient I found her quite sensible but almost pulseless, 
and evidently moribund. After administering a stimulant 
I made an external examination and could distinctly 
trace the contour of the child, the limbs, &c., being very 
readily felt through the abdominal parietes. Passing my 
arm into the uterus I found it empty, the foetus with the 
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placenta haying escaped into the abdominal cavity through 
a rent (which I estimated at about five inches) in the 
anterior part of the cervix behind the symphysis pubis. 
I seized a leg> and bringing the child back into the uterus 
effected delivery in a. very short time, having, however, 
some difficulty with the head, which was arrested at the 
brim by an obvious contraction. The poor woman 
expressed herself as much relieved, but in a very short 
time sank from exhaustion though there was no hsBmor- 
rhage. 

Having laid this painful case briefly before the Society 
I would ask this question, Was I justified in acting as I 
did to an obviously dying woman f Answering for myself 
only, I think I was, for, apart from the natural reluctance 
to allow a person to die undelivered, there was the 
chance of saving the life of the child (unfortunately not 
realised) and of somewhat mitigating the mother's suffer- 
ings, and I believe the older text-books bear me out in 
the line of treatment which I followed. I may add that 
her previous confinements had been natural, and she had 
always been attended by a midwife. Unfortunately I 
could not obtain permission to make a post-mortem 
examination. 



Dr. Bbaxtoi^ Hicks said so many points presented themselves 
that it was difficult to select ; but be thought that where deli- 
very had been effected, and the uterus was found paralysed, 
where the rent was so large that a prolapse of the intestines 
occurred through the rent, the best plan was to perform Porro's 
operation, rather than to leave the case to its almost inevitable 
fate. 

Dr. HoBBOCKS remarked that one of the most important 
questions was how to act in cases of rupture of the uterus. 
Operations per vaginam were most difficult if not impossible to 
carry out. Abdominal section seemed to be the only method 
offeriog any hope. The question between carefully stitching up 
the rent after opening the abdomen, or removing the uterus 
(Porro's operation), should be decided after carefully examining 
the site and size of the rupture, and more particularly the con- 
dition of the torn parts. If severely lacerated, as was usually 
the case, Porro's operation probably afforded the best hope of 
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saving life. If the edges were cleanly cut an attempt might be 
made to bring them carefully together by sutures. 

Dr. EouTH said that besides the cardinal point insisted upon 
by Dr. Braxton Hicks there was another one, not one whit less 
important, to rule the treatment of such cases. If once the case 
was ascertained to be one of rupture of the uterus it was an 
unnecessary piece of cruelty and malpraxis to attempt to extract 
the child per vaginam, and to irritate the bowels by the hand. 
In so doing one ran the risk of enlarging the tear in the uterus, 
of increasing both haemorrhage and collapse, and, if reaction 
subsequently occurred, of inducing inflammation. The rule 
should be to proceed at once to an abdominal section. Whether 
in cases of the tear being very ragged Porro's operation were 

E referable to sewing up the uterus, might admit of question, 
ut in any case the child should be extracted by abdominal 
section and without delay, and not per vaginam. 

Dr. OtaJjIlBIN thought the cases related tended to show that, 
even notwithstanding modem improvements in abdominal sur* 
gery, rupture of the uterus involving the peritoneum would 
always be a very fatal accident. He had no doubt that in cases 
in which the child had escaped through the rent, if the condition 
of the patient permitted any interference at all, the operation 
ought to be abdominal section, and not removal of the child 
through the vagina. One reason for this, in addition to others, 
was that the double thickened wall of the empty retracted uterus 
occupied more of the pelvic diameter than it did when thinned 
and stretched over the foetus. Extraction through the pelvis 
might therefore meet with great difficulty even in the case of a 
woman who had previously borne children by the natural powers. 
The injury to soft parts was then greatly increased by the 
operation. He thought that Porro's operation would very 
rarely, if ever, be advisable in the case of a ruptured uterus. In 
all the cases which he had met with, the rent had commenced in 
the vagina, or thinned lower segment of the uterus, although it 
might extend into the thickened retracting segment. It would 
not in such cases be possible to remove the whole of the rent by 
Porro's operation and shut off the peritoneal cavity. With a 
rent limited to the upper part of the uterus, such as might 
possibly be produced in the attempt to perform version, it 
might be advisable to perform Porro's operation, if the rent 
were ragged. He had performed abdominal section in two 
cases of ruptured uterus. In one, a case in which the intestines 
had been subjected to much handling in the attempt to extract 
the placenta through the pelvis before he saw the patient, he 
found that the rent was so low down and posterior, running in a 
transverse direction, that it was impossible to close it by sutures, 
and all that could be done was to sponge out the peritoneum, and 
secure drainage into the vagina. The patient died of peritonitis 
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after four days. In the second tbe rent rui transrerael; across 
the anterior noil of tbe uterus and both broad ligamentB, ood he 
fuund it possible coni[ilete]y to unite tbe edges of the peritoneum 
by sutures. The patient, nowever, died shortly after from tbe 
hsmorrhage and shock. 

Dr. CHAHf NBYs thought everyone must agree with Dr. South 
that when the diagnosis of rupture of the uterus and escape of 
the f<Btus is once made, no attempt should be made to extract 
the f(BtuB per vtai naturaJei, nor should any second perBon 
examine per vaginam. He should like to bear further particulars 
about the pelvis in Case 3, in which tbe conjugate was said to 
exceed tbe tranfiverse diameter at tbe brim. Were there signs of 
flpinal deformity, spondylolisthesis, or kyphosis? He supposed 
that everyone who saw the description of a case of rupture of 
the uterus hoped for some information on the subject of tbe so- 
called ring of Bandl, but the dates of the cases dealt with in the 
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PAPILLOMA OP THE FALLOPIAN TUBE AND 
THE RELATION OF HYDROPERITONEUM TO 
TUBAL DISEASE. 

By Alban Dor an. 

In systematic works upon the pathology of the female 
organs papilloma of the interior of the Fallopian tube is 
still noted as a curiosity. Rokitansky, Hennig, and other 
authorities speak of the papillomatous outgrowths as 
small excrescences^ each about the size of a pea or a bean. 
They are generally described as an occasional complication 
of dropsy of the tube. Of papilloma of the tube, as a 
distinct disease producing clinical symptoms, very little is 
said in contemporary literature on the diseases of women. 
That little consists of brief references to a case under the 
care of Sir Spencer Wells and Mr. Bickersteth in 1879. 
A full report of the pathology of the case, with a short 
clinical history, prepared by myself, was published in the 
thirty-first volume of the ' Transactions of the Patho- 
logical Society of London.^ Sir Spencer Wells noted the 
case in his ' Diagnosis and Surgical Treatment of Abdo- 
minal Tumours.' It has been referred to in several 
clinical text-books, such as Dr. Graily Hewitt^s well- 
known work. Dr. Winckel quotes my pathological report,* 
but his own observations on the disease in question consist 
of a single line of text informing the reader that Hennig 
has found papillary growths on the mucous membrane of 
the tube. Dr. Bandlf merely observes that in chronic 
tubal catarrh papillary growths are found on the inner 
surface of the tube. To Professor Schroder's observation 
on my case I shall presently have occasion to refer. 

It happens that, within seven years, I have seen two 

* * Lehrbuch der Frauenkranklieiten/ Leipzig, 1886^ p. 579. 
t " Die Erankheiten der Tuben, &'c.,** * Deutsche Chirurgie/ Lieferung 
69, 1886, p. 39. 
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cases of papilloma of the Fallopian tube^ in both of which^ 
contrary to all previous experience^ the disease gave rise 
to definite symptoms. I cannot^ therefore^ help thinking 
that the disease must have sometimes been overlooked^ 
and that it is not so rare as even I myself supposed until 
I observed the second case. I shall proceed to describe 
that case. Afterwards^ some reference will be made to 
features of clinical and pathological importance in the first. 
Lastly^ I shall make some observations upon the relations 
which^ on the evidence of certain clinical phenomena in 
the first case, I believe may exist between hydroperitoneum 
and tubal catarrh. 

The second case (I shall use this term specifically 
throughout this memoir to distinguish it from Mr. Bicker- 
steth's or '^ the first case '') occurred last winter under 
the care of Dr. Bantock, to whom I am obliged for the 
following notes. The patient was a married woman, aged 
46, under the care of Mr. Johnstone, of Maidstone. 
Menstruation ceased a year before the operation, which 
was performed in December, 1885. The patient since 
the cessation of the catamenia had suffered from pelvic- 
pain, frequent difficulty in micturition often requiring the 
use of the catheter, and severe pain during defsecation. 
The pelvic cavity was filled by a tumour, very resistant 
but obscurely fluctuating. The uterus was pulled up to 
the level of the pubes, the cervix was obliterated, and the 
fundus could be felt above the symphysis. The patient 
was fairly healthy, but had an expression of suffering. 
The tongue was clean. The bowels were very trouble- 
some, owing to costiveness and to the pressure of the 
pelvic mass on the rectum. 

The operation was performed by Dr. Bantock, with my 
assistance, on December 26th, 1885, at a nursing home. 
An incision about three inches long was made through 
the abdominal walls. On opening the peritoneal cavity 
a small mass, the size of a hen's egg, was found in the 
hypogastrium. It was connected with a knuckle of intes- 
tine by a very intimate adhesion troublesome to separate. 
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The muscular coat of the intestine was laid bare^ and 
several points of continuous suture were applied to the 
torn edges of the peritoneal investment. The wall of the 
tumour in the hypogastrium was torn in the separation of 
the adhesion and some papillary growths were exposed. 
The mass in Douglases pouch was then reached. It was 
cystic and contained about half a pint of a fluid the colour 
of a strong infusion of tea. After this fluid had been 
removed^ an attempt was made to separate the connections 
of the cyst posteriorly, but this was found to be impossible. 
The cyst was torn open in front and allowed to collapse. 
It was apparently bilocular and did not contain papillary 
growths. 

The mass first exposed was then examined. It ap- 
peared^ after several adhesions had been separated^ as a 
tumour with smooth, dark red walls. When the uterus 
was reached, I could see that the tumour was the right 
Fallopian tube, dilated and stuffed with papillomatous 
material. The relations of the uterine end of the tube 
and the broad ligament to the tumour were very plainly 
seen, but the right ovary was embedded in adhesions. 
The tubal tumour was removed. The peritoneal cavity 
was thoroughly washed out with warm water, and a 
drainage-tube was inserted into Douglas's pouch. 

The tumour strongly resembled that which was removed 
in the first case, which is preserved in the museum of the 
College of Surgeons, Pathological Series No. 4584, and 
figured in my report in the ' Pathological Transactions.' 
The papillary masses were rather rougher and harder, some 
feeling cartilaginous.* One great difference could be 

* This question of chondrifieation was discussed in my paper on the first 
case. Since its publication, Mr. Eve has discovered a tissue resembling 
cartilage in hypertrophied fimbriee (see Lawson Tait, "An Undescribed 
Disease of the Fallopian Tubes/' ' Obstetrical Transactions,' vol. xxv, 1883, 
p. 249> and Mus. B. C. S., Path. Series, Specimen 4584 a). Mr. Eve considers 
the cartilage-like nodules on the fimbriee to be homologues of the cartila- 
ginous bodies found near the head of the epididymis. There can be no 
morphological homology ; it would appear more correct to regard them as 
histologically identical. 
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noted. The fimbriated extremity was completely closed 
in this second case. It must here be obserred that no 
flaid was found in the peritoneal cavity. I regret to say 
that this valuable specimen was unfortunately lost. The 
patient also fared badly^ her temperature rose^ and she 
died on the fourth day with complete suppression of urine. 
The nature of the cyst in the pelvis could not be ascertained. 
To me it did not appear to be tubal and was certainly not 
papillomatous. 

I will now recapitulate the chief features of the first 
case. A thin and emaciated spinster lady^ living in very 
comfortable circumstances^ and nearly fifty years of age^ 
was attacked by symptoms of inflammation of the right 
ovary and severe monorrhagia^ after absence of the cata- 
menia for several months. Under the care of Mr. 
Bickersteth, of Liverpool, the patient recovered, after 
prolonged rest in bed. Five months later she suffered 
from hydrothorax of the right pleura and was tapped. 
Hydroperitoneum followed, and the abdomen was tapped 
three times in six months. These .effusions involved 
no disturbance of the system. There was no rise of 
temperature, nor any sign of visceral disease. A year 
after the first tapping of the pleura Sir Spencer Wells 
examined the case. The abdomen was distended, the 
physical signs pointed to hydroperitoneum. The abdo- 
men was tapped for the fourth time. The fluid, amount- 
ing to twenty-two pints, had a specific gravity of 1022 ; it 
coagulated almost entirely when boiled, after the addition 
of nitric acid. Dr. Caton and Mr. Thornton found, in the 
deposit, clusters of large, proliferating, vacuolated cells.* 
I was shown some of the deposit under the microscope and 
saw the cells ; this was in 1879. The patient is yet alive 
(1886). Thus vacuolated cells do not necessarily imply 
malignant disease. Professor Schroder, however, ob- 
serves, t '^Bin Papillom der Tube von jedenfalls maligner 

* Similar cells had been found by Dr. Caton In the pleural fluid, 
t ' Die Krankheiten der Weiblichen Gescblechtsorgane/ 7th edition, 1886> 
p. 861. 
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Bedeatung hat A. Doran beschrieben." This opinion has, 
fortunately, not been verified. 

After the fourth tapping, the uterus could be felt 
freely movable and so low down in the pelvis that the 
cervix almost protruded from the vulva. Behind the 
uterus was a hard nodular mass. There was evidence of 
a small amount of fluid in the right pleural cavity. On 
April 28th, 1879, Sir Spencer Wells removed the tumour. 
Seventeen pints of fluid escaped from the peritoneal cavity. 
The tumour consisted of an oval body the size of a large 
orange, formed by a dilatation of the right Fallopian 
tube, stuffed with papillomatous growths. A bristle 
could be passed through the channel of the tube at the 
point where it had been cut through, close to the uterus. 
This bristle could also be made to traverse the growths 
and emerge at the ostium, which was unobstructed and 
surrounded by the shortened and thickened fimbriae. A 
semi-opaque mucoid fluid dripped from the ostium. The 
right ovary was removed with the tube. The uterus and 
left appendages were perfectly healthy. The minute 
pathological characters of the tumour are described in the 
' Pathological Transactions,^ as above indicated. After a 
rapid recovery, the patient was attacked with pleurisy, 
on the right side again, in August, 1879. There was no 
effusion. This complication subsided. The patient was 
in perfect health when last heard of, in the summer of 
1886. 

The pathological significance of this disease is not easy 
to decide. It is not clear whether it be pathologically 
identical with papilloma of the hilum of the ovary and 
parovarium. If it be identical it is not comprehensible 
why papillary growths, so common in the last-named 
structures, should be so rare in the tubes. There is no 
morphological relation between the said structures, relics 
of the Wolffian body, and the tube, developed from Miiller's 
duct. In the first case — I mean, as already explained. 
Sir Spencer Wells^s case — the ovary and broad ligament 
were absolutely free from disease. I examined them 



1 



234 PAPILLOMA OF THE FALLOPIAN TUBE AND THE 

carefully after the exhibition of the specimen before the 
Pathological Society in October, 1879, because Mr. Thornton 
then suggested that the papillomatous disease might have 
arisen in the broad ligament. The papillary growths 
might have been due to hypertrophy of the longitudinal 
folds of the mucous membrane of the tube. In the 
second case I failed to detect any evidence of papillary 
disease outside the tube, but only a small part of the right 
appendages could be removed and none of the left could be 
taken away. However, as above noted, the papillomatous 
disease of the tube precisely resembled that in the other 
case. 

It is very reasonable to suspect that papilloma of the 
tube may be inflammatory ; a form of salpingitis, in fact. 
The first case especially suggests this theory, which is 
important in relation to the question of hydroperitoneum 
yet to be discussed. The papillomata then would be allied, 
not to the papillomatous masses found in tumours of the 
hilum of the ovary, but rather to the masses of warts 
seen around the vulva in unclean subjects affected with 
chronic gonorrhoea. Whilst, however, other undoubtedly 
inflammatory diseases of the tube are now known to be 
very common, papilloma of the tube is exceedingly rare. 
Still, papillomatous growths, very small, it is true, have 
long been observed in hydrosalpinx,* a disease of inflam- 
matory origin, where adhesions have closed the fimbriss 
and ostium. In the two cases there was strong clinical 
evidence of inflammation of the appendages. Lastly, the 
absolute non-malignancy of the papillary growths in the 
first case, notwithstanding certain formidable symptoms, 
strongly favours the inflammatory theory. 

The first case, where the patency of the ostium caused 

* I found some small growths of this class in a dilated tube' removed, 
together with a cystic ovary, by Mr. Thornton a few years ago. I made a 
note of this specimen in ' Clinical and Pathological Observations on Tumours 
of the Ovary, &c./ but as the case could not be considered a pure example of 
the disease under discussion I have not described it here. The tube was 
closed, and there was no peritoneal effusion. 
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escape of fluid and conseqaent hydroperitoneum^ is very 
suggestive. May not hydroperitoneum be frequently due 
to tubal catarrh^ though not necessarily to papilloma ? 
Let the ostium remain unobstructed^ an exceptional con- 
dition in salpingitis, and it is easy to understand how 
hydroperitoneum might soon arise from the constant irri- 
tation of inflammatory exudation dripping out of the 
tube into the peritoneal cavity. It must be understood 
that I employ the term hydroperitoneum to a certain 
extent after the definition of Dr. Matthews Duncan. That 
is to say, I signify a case " in which there is no organic 
or tangible disease discovered, beyond the conditions of 
the peritoneum itself, to which the collection of fluid can 
be referred."* This is the clinical definition of the case. 
I believe that pathology may prove that there is some- 
times a tangible disease beyond the condition of the perito- 
nenm. That disease is salpingitis with unobstructed 
tube. For convenience, however, the term hydroperito- 
neum may be retained. 

Cases of suspected hydroperitoneum pure and simple 
have often proved to be instances of effusion, the result of 
papillomatous tumours growing free in or above the pelvis, 
or of the rupture of cysts containing papillomatous, 
adenoid, or malignant growths. Strange to say, widely 
diffused papilloma of the peritoneum, even when secondary 
to ovarian disease, is not invariably malignant, as Thornton 
and others have observed. In my first case there was 
papilloma and hydroperitoneum. When the former was 
removed the effusion never recurred. Here the papilloma 
had not diffused itself and did not prove malignant. 
Hence one fact is proved : hydroperitoneum may be due 
to non-malignant papillomatous disease, and the site of 
that disease may be in the Fallopian tube. 

Still, hydroperitoneum has repeatedly been observed 
when no papillomatous growths could be found within or 
adjacent to the peritoneal cavity. In one case under my 
own observation, chronic ovaritis or some kindred affec- 

* ' Clinical Lectures on the Diseases of Women,' 3rd edition, lecture xiy. 
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tion of the oraries existed.* Dr. Bantock remored the 
ovaries ; the peritoneal effusion did not recur. 

Lastly, I must return to the proposition already dis- 
cussed when considering that papilloma of the tube may 
represent a form or result of inflammation of the tube. 
The first case proves that papillomatous salpingitis, as the 
disease should be termed under this theory, causes hydro- 
peritoneum if the ostium be not obstructed. Let the 
papillomatous complication be subtracted, and only chronic 
catarrh remain, may not hydroperitoneum still develop 
itself ? This brings me back to another proposition already 
made in this paper, namely, the theory that catarrhal fluid 
escaping from the tube may irritate the peritoneum and 
cause effusion. 

If this last theory be* correct, as I firmly believe, why 
is not hydroperitoneum from tubal disease more common ? 
This question brings us once more round to another sub- 
ject already discussed. Salpingitis almost always causes 
closure of the ostium of the tube, so that the peritoneum 
is protected. In other cases the disease sets up local 
peritonitis, causing adhesions of the ovary, broad ligament, 
tube, and other structures. These adhesions very soon 
close the tube by bands which press on its outer surface, 
or by effusions which mat its fimbriae together. In this 
manner the general peritoneal cavity is saved from irrita- 
tion. All this local peritoneal mischief appears to me to 
represent an acute form of salpingitic complication, of 
which hydroperitoneum is a mild form. In fact, salpin- 
gitis cannot set up hydroperitoneum except it be so mild 
and so purely catarrhal as neither to cause closure of the 
ostium nor to inflame acutely the pelvic peritoneum. 
Hence the salpingitis of childbirth, abortion, and gonor- 
rhoea can seldom, if ever, cause simple hydroperitoneum, 
though it is a fertile source of hydrosalpinx, pyosalpinx, 
and pelvic peritonitis. This closure of the ostium is a 
most fortunate complication in so far as it protects the 

* "Hydroperitoneum traced to Chronic Ovaritis; Oophorectomy; Reco* 
very," ' Britigh Medical Journal/ vol. ii, 1881, p. 699. 
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peritoneum. In my second case, the closure of the 
papillomatous tube saved the patient fromhydroperitoneum. 
But if severe salpingitis be so common, a milder form 
must be more frequent, and it is this milder form which 
is probably a frequent cause of hydroperitoneum.* 

In conclusion, I will summarise my opinions and 
observations. 

1. Papilloma of the Fallopian tube is a rare disease, 
but may exist and produce marked symptoms. The 
papillary growth may represent not so much a true 
tumour as a product of inflammation. It is at least not 
malignant. 

2. A pelvic tumour, which may extend into the hypo- 
gastrium, always exists. Pain does not appear to be 
essential and when present is possibly due to other pelvic 
disorders. 

3. In one case under my observation the diseased tube 
was closed, the symptoms were entirely pelvic, and no 
hydroperitoneum was present. Under these circumstances, 
then, papilloma of the tube may simulate hydrosalpinx 
and pyosalpinx, but the symptoms would probably be, as 
a rule, less acute. 

4. In the other case, the ostium of the tube remained 
patent and hydroperitoneum persisted till the diseased 
tube was removed. The evidence that secretion escaped 
from the ostium was positive. 

5. For reasons given at length in this memoir, this 
case suggests that hydroperitoneum may frequently, though 
not invariably, be due to mild chronic catarrh of an un- 
obstructed Fallopian tube. 

On the motion of Dr. Routh, seconded by Dr. Hor- 
ROCKS, the discussion was adjourned to the November 
meeting. 

* "Lately I have seen a large hydroperitoneam and right hydrothorat 
foUowiDg an abortion with much bleeding. The fluid has all disappeared 
during the fourth month following the abortion" (J. Matthews Duncan, 
loc. cit.). Observe that precisely the same kind of effusion existed in my first 
case. The presence of mild salpingitis in Dr. Duncan's case was highly 
probable. 
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NOVEMBER 3ed, 1886. 
J. B. PoTTBB, M.D., President, in the Chair. 
Present — 28 Fellows and 7 visitors. 

Books were presented by Dr. Playfair, the Clinical 
Society of London, and the Medical Society of London. 
Dr. Chaple, through Dr. Herman^ presented a pair of 
forceps to the museum. 

Frederick Bazley Fisher, L.R.C.P.Lond. (Dorchester); 
Henry Croker Garde, L.R.C.P. and S.Edin. (Queensland) ; 
and Samuel Parsons Smith, L.K.Q. C.P.I. (Croydon), were 
declared admitted Fellows of the Society. 

The following gentlemen were elected Fellows of the 
Society : — William Percy Ashe, L.R.C.P.Lond. (Chisle- 
hurst) ; A. H. Freeland Barbour, M.D.Edin. (Edinburgh) ; 
Ambrose E. L. Charpentier, M.B.Dur. (TJxbridge) ; 
Lansdown Murray Guilding, M.A., M.B.Oxon. (Reading); 
Horace Hartley, L.R.C.P. and S.Ed. ; Sidney Fred. Harvey, 
L.R.C.P.Lond. ; Charles Hoar, M.B., C.M.Aber. (Hurst 
Green) ; Herbert Chamney Hodges, L.R.C.P.Lond. 
(Watton); William George HoUoway, B.A., M.B.Cantab.; 
John Stuart Hutton, L.R.C.P.Lond. ; Frank Bingley 
Pallin, L.R.C.P. (Peel); Arthur Creswell Rich, M.D. 
Lend. (Liverpool) ; Arthur Dumville Roe, B.A., M.B. 
Cantab. (Wandsworth) ; Robert Sanderson, M.B.Oxon. 
(Brighton) ; Edward Stewart, M.D.Brussels ; William W* 
Webber, L.R.C.P.Ed. (Crewkeme); George Fred. Welsford, 
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B.A., M.B.Cantab (Woodstock) ; Charles J. West, 
L.E.C.P.Lond. (Streatham) ; Eobert Whany, M.D.Aber. ; 
and Walter Essex Wynter, F.R.C.S. (Twickenham). 



MICROSCOPIC SECTIONS OF CANCER OP THE 

NECK OF THE UTERUS. 

By P. HoEEOCKS, M.D. 



MICROSCOPICAL SECTIONS OF A UTERINE POLY- 
PUS, SHOWING CILIATED EPITHELIUM. 

By Heney Geevis, M.D. 

De. Gbevis showed some drawings of microscopical 
sections of the surface of a pedanculated fibroid polypus 
made by Mr. E. Solly, of St. Thomas's Hospital. The 
polypus had passed out of the uterus into the vagina, but 
its pedicle was attached to the posterior uterine wall, and 
Dr. Gervis had removed it with the ecraseur. On the 
pedicle the drawings showed very clearly the transition of 
the surface epithelium from the columnar to the squamous 
type, but on the surface of the tumour itself, which had 
been for some time in the vagina, the epithelium was 
wholly squamous, while in any crypt or follicle which existed 
on the surface, the contained epithelium was not only 
columnar but ciliated. 



Section through part of pedicle occupying cervical canaL 

The mucous covering consists of a single layer of short 
columnar and cubical epithelium cells without cilia. At 
the point where the tumour protruded from the external 
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03 the character of the mucous memhrane is slightly 
altered; an incomplete layer of polygonal or slightly 
flattened cells lying over the columnar layer, some of them 
in close contact with the free ends of the colnmnar cells, 
others much more loosely connected with them, apparently 



only held in position by some viscid maeua. In fact, the 
arrangement is similar to that found at the point where 
the transition occurs from the columnar ciliated cell of 
the larynx to the squamous lining of the pharynx, &c. 



Section through part occupying the vagina. 

The mucous membrane coreriug this portion is of 
the squamous tesselated variety, similar to that of the 
vagina, month, &c. ; the number and distinctness of the 
"prickle cells " is remarkable. From various points of 
the surface follicular ingrowths of epithelium are seen 
projecting downwards into the submucous areolar tissue, 
and in these the cells form a single layer of cubical and 
short columnar epithelium, moat of them being distinctly 
ciliated. The transition from the squamous to the columnar 
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type of cell at tlie mouth of the follicle ia veiy abrupt. 
In the drawing the neck and the deeper expanded portion 



of one follicle are seen, appearing, howeTer, to be separate 
owing to the direction of section ; and the cilia are repre- 
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sented as longer and more prominent than was the actual 
case. 

Dr. W. S. A. G-BiFFiTH stated that the change of character 
of the epithelium covering a polypus after its protrusion from 
the uterus into the vagina was mentioned by Cornil and Banvier. 
Dr. Griffith has observed a further change in a small polypus 
which hung outside the vulva from a procident uterus, the surface 
epithelium having become dry and horny as on the surface of the 
skin. 



ADJOUENED DEBATE ON" MR. DORAN'S PAPER 
ON PAPILLOMA OP THE FALLOPIAN TUBE. 

Db. Routh expressed his obligations to Mr. Doran for 
his valuable paper. In a former one he had shown them, 
by the actual morbid specimen, how disease of the Fallo- 
pian tube could be produced by extension of inflammation 
of the vagina, as in gonorrhoea, leading on to endometritis, 
pyosalpinx, peritonitis, and death. He had now shown 
that the Fallopian tubes were liable to be affected with 
papillomata and become a very painful disease. 

Now, could a similar propagation upwards produce 
these papillomata 7 He thought it exceedingly probable. 
Occasionally not only the vulva but the entire vagina 
and neck of the uterus became studded with warts. Some 
kinds of polypi and cauliflower excrescences likewise were 
found in utero. The structure of all these when micro- 
scopically examined were similar, — columnar epithelium 
outside, next a hyaline membrane, next the vessels, more 
or less numerous, next the stroma, made up of small fusi- 
form connective-tissue cells. Warts, however, in the 
vagina were perhaps sometimes covered with some 
squamous epithelium also. 

Now, from what source did these warts originally arise f 
He must say that in those cases where warts in any large 
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quantity eziBted, they were to be fonnd either in married 
women or women who had had sexual intercourse. In 
any case they were eminently contagious and might 
possibly be caught as ordinary warts were. The contact 
of a warty secretion or inoculation from one in a dirty 
locality could reproduce a wart. In fact, possibly they 
were in some cases sequelae of venereal disease, like con- 
dylomata and the ''tubercules muqueux,^' — ^just as those 
cases of so-called pseudo-syphilis or phagedenic ulcers 
might, according to Mr, Jonathan Hutchinson^s views 
(expressed in his Lettsomian lectures on some moot 
points of syphilis), be stated to occur from a modified 
syphilitic taint but were not capable of infecting a patient 
constitutionally. Unclean habits and direct infection, 
apart from syphilitic disease, might produce them. Cer- 
tainly, means which were found to cure syphilis often com- 
pletely cured these warts. 

But it would seem that according to the seat of these 
papillomata the secretion from them varied. In the 
vagina they gave rise to a very foetid secretion, in the 
uterus, to a sanguineous one, in the tubes, to a very 
acrid or but slightly irritating secretion. Fortunately, in 
the former cases the violent inflammation produced caused 
closure of the fimbriated extremity, and so extension of 
the inflammation to the peritoneum was often prevented. 
In the latter cases the secretion resembled rather a mild 
catarrhal fluid, the irritation from which was insufficient to 
bring about closure of the fimbriated extremity and so 
hydro-peritoneum, or, more properly, sero-peritoneum (for 
the secretion was to all intents and purposes serum), or 
papillomata resulted. Indeed, it seemed to him highly 
probable that papillomata of the fimbriae might give rise 
to the papillomata of the peritoneum and ovaries. They 
usually were found more in abundance on the ovaries and 
their immediate neighbourhood, as if indicating extension 
of their growth, or of their contagious secretion. If later 
on the papillomata were not found in the Fallopian tubes 
it was no proof they had not existed there before, but 
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rather that, like an ordinary catarrh, or like warts else- 
where, they had been eured. 

One point, however, required notice here. It was 
affirmed, and he thought he had heard Mr. Knowsley 
Thornton make the assertion in that Society or in some 
other, that sometimes papillomata on the peritoneum 
entirely disappeared after operation, while at other times 
they assumed a malignant type. Surely the explanation 
was, that in the former examples there was no cancerous 
diathesis, in the latter there was ; and exactly as a blow, 
or a sore, or irritation in a benignant tumour might attract 
and centralize cancer in a person with cancerous diathesis 
so benignant papillomata might become malignant. 

The conclusion to be drawn from all these general 
principles was to enforce the necessity of treating these 
cases early and so to prevent the extension of serious 
disease. In papillomata of the tubes we had severe pain, 
whereas in other papillomata (if we excepted perhaps 
"tubercules muqueux^') there was more. This implied in 
any case some kind of inflammatory process, which if 
treated early might arrest all extension of disease in the 
future. 

Dr. HoRBOCKS said that a priori diseases of the Fallo- 
pian tubes should be rare, because they had such an easy 
function to perform. In a careful investigation made, at 
his request, in the post-mortem room at Guy^s Hospital by 
Drs. Groodhart, Mahomed, and Garrington during the last 
three years, there was not one instance of papilloma of 
the Fallopian tube, and considering the large number of 
post-mortem examinations this would prove that the affec- 
tion must be looked upon as very rare. When it did 
occur it would be difficult to diagnose. He called atten- 
tion to the fact that in the two cases detailed by Mr. 
Doran there was no haemorrhage. Although some cases 
might be venereal in origin, and gonorrhceal rather than 
syphilitic, it was a well-known fact, that whilst syphilitic 
diseases of the vulva- were very common they were almost 
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pnknown in tlie cervix uteri, and thus were hardly likely 
to affect the genital canal still further away from the 
vulva. Still it would do no harm to try the effect of 
mercury and iodide of potassium where papilloma was 
suspected, though, probably, nothing short of removal by 
the knife would be curative. 

Dr. Gbrvis, after alluding to the very interesting and 
important character of Mr. Doran's paper, gave some 
particulars of a case of pelvic papilloma he had recently 
operated upon, in which the papillomatous growths covered 
the tubes and ovaries on both sides and were also scattered 
about on the neighbouring peritoneal surfaces. The 
patient had been tapped for ascites six weeks before Dr. 
Gervis saw her, and the fluid distension was again very 
considerable. Dr. Gervis removed a moderate-sized cyst 
which was present and as much of the papillomatous out- 
growths as was practicable. The patient made a good 
recovery, and up to the present time, between three and 
four months from the operation, there had been no recur- 
rence of the hydroperitoneum. Dr. Gervis would like to 
ask Mr. Doran how he thought papillomata on the peri- 
toneum originated if they were not primarily tubal. As 
to Dr. Routh^s suggestion, that they originated in syphilitic 
infection, Dr. Gervis thought it must be received with 
much doubt. 

Dr, Champnbys had recently admitted a case into St. 
George^s in which abdominal section had been done four 
years ago, and the peritoneum, including the liver, had 
been found covered with papillomata, springing apparently 
from the region of the tube or ovary. The peritoneum 
had been sponged out and a drainage-tube inserted. The 
patient had no symptoms till two months ago, when a soft 
swelling appeared in the line of incision, and on being 
opened discharged a little serum with a few pus-cells. 
A probe could be passed in the track of the drainage-tube 
to the abdominal aorta. No recurrence of the disease 
had taken place. 
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Mr. J. Bland Sutton observed that he had made a careful 
study of Fallopian tubes removed for various diseases, 
and had found that in cases of ovaritis due to extension 
of gonorrhoea, a papillomatous condition of the mucous 
membrane was not infrequent, and he had found it possible 
to trace every gradation, from simple, or slightly branched 
villi, to dendritic masses with narrow peduncles completely 
occluding the tube. Although papillomata of these ducts 
in a moderate degree are not rare, yet it is exceptional 
for them to attain such proportions as in Mr. Doran's 
case. There is good reason to believe that gonorrhoeal 
discharges may not, only produce warts on the labia, but 
in the Fallopian tubes, if the inflammation extend in that 
direction, and even on the surface of the ovaries* He 
also stated that papillomata, similar in their nature, are 
to be observed in the oviducts of fowls when inflamed. 

The subject of Mr. Doran's paper, papilloma of the 
Fallopian tube, had for him an intrinsic interest, especially 
as two years ago, whilst engaged in investigating on a 
broad basis the patholoery of cysts and tumours con- 
nected with the reproductive organs of animals, he made a 
careful and critical study of the case so well described by 
Mr. Doran in the ^ Path. Soc. Trans.,' vol. xxxi. 

The details of that specimen, as well as the figures 
which illustrate the communication, left no doubt on his 
mind that the growths in the tube were in nature warts, 
similar in principle to those found in other situations, 
viz. overgrown papillas the result of continued irritation. 
This second case came at a time when he was just fresh 
from a prolonged study of warts in general, and papil- 
lomata associated with the generative organs in particular. 
The points especially indicated for discussion in the memoir 
before us were: — (1) The nature of the papillary masses 
in the tube. (2) What relation, if any, they bore to the 
warty masses found in certain cysts of the ovarian hilum 
(or as he preferred to call it, the paroophoron) termed 
papillary. 

With regard to papillomata of the Fallopian tube there 
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could be no doubt tbat they were simply enlarged and over- 
grown rugas characteristic of its mucous membrane^ and 
though he admired the cautious manner in which Mr. Doran 
expressed himself on this pointy it was a pity that he did 
not summon suflBcient courage to make the statement 
dogmatically^ for his knowledge of these matters rendered 
him an exceedingly competent judge on this head. 

In questions of this sort two roads were open to the 
investigator ; one was to find intermediate conditions 
between the normal state and the most aberrant deviation 
presented by the part under consideration^ the other was 
to seek aid from comparative pathology. He should solicit 
assistance from both methods. 

During the past twelve months he had received from 
various operators a large number of uterine appendages 
removed for a variety of causes. Of these specimens 
he had submitted the Fallopian tubes to microscopical 
examination^ and the results might be given briefly as 
follows : 

Pig. 1. This represents a slightly magnified view of 
a normal Fallopian tube. The section in this as in the 
succeeding cases was taken about an inch and a half from 
the ampulla of the tube. The vug9d, as seen in section^ 
are fairly simple, possessing a framework of connective 
tissue with small blood-vessels and surmounted by columnar 
ciliated epithelium. In preserved specimens cilia are 
difficult to demonstrate. 

Fig. 2. This was taken from a case of ovaritis gonor- 
rhceal in origin. The tube was distinctly enlarged, the 
rugae increased in size with well-marked secondary pro- 
cesses. 

Fig. 3 is from a case of pyosalpinx. The tube was 
larger than in the case shown in Fig. 2, and its interior 
was nearly filled with papillary growths which presented 
a beautiful spectacle when viewed under the microscope 
after being stained with carmine. In the majority of 
cases the papillomatous masses were connected with the 
wall of the tube by a narrow pedicle, and then branched 
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and divided nntil they produce a most cHarming dendritic 
appearance. Fusion of adjoining tufts has led to the 
formation of secondary cysts as seen at c in the drawing. 

From this stage it is an easy transition to that exhibited 
in the specimen the subject of Mr. Doran's observations^ 
which is simply an excessive exaggeration of the normal 
rugae of the Fallopian tube. It is unnecessary to discuss 
the relation of papilloma of the Fallopian tube to warty 
masses found in the interior of cysts originating in the 
paroophoron. It will be sufficient to mention that cysts 
lined with epithelium, either epiblastic or hypoblastic, are 
exceedingly liable to develop warts. Distinction must 
also be made between'warty ovaries and warty cysts. 

Let us now consider the question from the point of 
view of comparative pathology. 

In the Sauropsida (birds and reptiles) the ova are con- 
veyed to the exterior by oviducts, muscular tubes lined 
by mucous membrane communicating by means of a dilated 
extremity — the infundibulum — with the peritoneal cavity. 
In mammals above the prototheria (monotremata) the 
oviducts fuse to form a median uterus and vagina, the 
anterior third remains as an egg-duct, viz. the Fallopian 
tube. In the breeding season the oviduct, like the uterus 
during pregnancy, varies in size, and the mucous membrane 
is thrown into ridges so that a transverse section produces 
a villous appearance as in the case of the Fallopian tube, 
the villi being, for the most part, simple. 

The common fowl occasionally suffers inflammation of 
the oviduct, and its existence may be suspected when the 
egg has a very roughened shell. If sections of an inflamed 
oviduct be examined under the microscope we shall find, 
instead of the simple or sparingly branched villi, dendritic 
masses somewhat resembling those found in allied condi- 
tions of the Fallopian tubes. An example is represented 
in fig. 4. In structure they consist of cellular masses, 
with a small amount of connective tissue and limited by 
columnar epithelium, probably ciliated* 

The various processes end in club-shaped extremities 
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and constitnte striking objects nnder the microscope. 
These cases are of peculiar interest inasmuch as they offer 
independent testimony to the effect of inflammation in 
producing abnormal growth of the papillae. 

Although male birds are privileged to have a large 
number of hens, yet no one would hold them guilty of 
immorality ; at any i*ate, no one has found syphilis among 
them. So that it is unnecessary to regard this disease 
as the cause of papillomata of the Fallopian tubes. 

The inference seems very clear : gonorrhceal and other 
irritant discharges from the genital passages are potent 
agents in producing warts about the labia and vagina, 
or around the prepuce in the male. If the inflamma- 
tion extend to the recesses of the Fallopian tubes warts 
arise in that situation, and in some instances, though less 
frequently, a crop of papillomata may appear on the 
surface of the ovary. 

Lastly, it may be confidently asserted that papillomata 
of the Fallopian tube, in a moderate degree, are by no 
means infrequent, but it is rare that they attain such 
proportions as in the case considered in Mr. Doran's very 
interesting paper. 

Mr. Alban Doban, in reply, said that Dr. Bouth^s gene- 
ralisations could not be directly applied to the two cases 
of papilloma of the interior of the Fallopian tube, upon 
which the paper was based. There was no probability of 
venereal taint, at least in the first case. With regard to 
hydroperitoneum, he had explained how most diseases of 
the tube sealed up tbe ostium and saved the peritoneum 
from irritation ; still a mild catarrh of the tube, such as 
might be due to gleet, might fail to cause the ostium to 
be closed and thus some discharge would escape into the 
peritoneal cavity and cause hydroperitoneum. In this 
sense. Dr. Eouth's theories were in accordance with 
pathology. Dr. Horrocks had stated that he and two 
other highly competent observers, working at a great 
metropolitan school, had failed to discover any cases of 
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papilloma of the tube daring long experience in the post- 
mortem room. This was valuable evidence, yet notwith- 
standing active pathological work of the same kind aU 
over this country and the Continent for thirty or forty 
years, pyosalpinx and hydrosalpinx had also been held as 
very rare diseases till Mr. Tait and Dr. Kingston Fowler 
had exhibited at different societies numbers of specimens 
which proved that those disorders were very frequent. 
In neither of the two cases was the disease diagnosed, nor 
could any practitioner be expected to diagnose a disease 
whilst it was as yet practically unknown. The rarity of 
papilloma of the tube had been attributed by Dr. Horrocks 
to the theory that the tube did not discharge very active 
functions, but some persons would dispute this theory. 
The cases noted by Drs. Gervis and Charapneys suggested 
that catarrh of a not papillomatous tube might set up not 
only hydroperitoneum but also papillomatous disease of 
the peritoneum. Mr. Doran agreed entirely with Mr. 
Sutton, and disavowed any intention to suggest that papil- 
loma of the tube was a disease of the same class as papil- 
loma of the hilum of the ovary or broad ligament. He 
exhibited two specimens of broad ligament papilloma 
where the appendages were buried in_ cauliflower ex- 
crescences, yet there were no papillomatous growths inside 
the tubes. A tumour was detected in both his cases, and 
in any future case the tube would, he believed, be quite 
sufficiently enlarged to be readily detected on bimanual 
examination. 
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ON THE OBSTETRICS OP THE KYPHOTIC PELVIS. 

{Second Gommimication,) 
By Francis H. Champnbys, M.A., M.B.Oxon, P.R.C.P., 

OBSTBTBIO FHYSIOIAK TO ST. GBOBGB'S HOSPITAL. 

In a paper '^ On the Obstetrics of the Kyphotic Pelvis " 
in vol. XXV (for 1883) of the Society's ' Transactions/ I 
gave an analysis of the mechanism of labonr in thirty- 
two labours occurring in twenty women. 

Some of the conclusions then arrived at were the 
following : 

The head is usually more or less transverse at the 
beginning of labour, and not antero-posterior as usually 
described. 

During labour the occiput rarely turns forwards, deep 
transverse position is common, and posterior rotation is 
not uncommon. 

The head sometimes (probably most commonly) passes 
out of the pelvis practically between the tuber ischii in 
front and the sacrum and coccyx behind, entirely neglect- 
ing the anterior part of the pelvis. 

The conclusions were directly contradictory of the 
received accounts. 

In the discussion Dr. Galabin, remarking on this, said, 
" It was also held, and he thought correctly, that to find 
the sagittal suture running more antero-posteriorly than 
usual when the head was at the brim, was an indication of 
transverse contraction of the pelvis. . . He asked Dr. 
Champneys how he explained it. that in these cases the 
head did not adapt itself at all to the shape of the pelvic 
brim.'* 

VOL. xxvin. 18 
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I replied ^' that the position of the head at , the end of 
pregnancy was determined by the adaptation of the whole 
ovum in the foetal attitude to the uterine cavity, which was 
wider from horn to horn than from before backwards (it 
is also dependent on the flotation of the foetus in the 
inclined uterus). In accordance with this/ and remem- 
bering the dextral obliquity and dextral torsion of the 
uterus, the back (i. e. the occiput) at this time most com- 
monly pointed to the left and a little in front (first position 
of Naegele), or to the right and a little behind (third posi- 
tion of Naegele) . When labour began, a new set of con- 
ditions arose, namely, the adaptation of the head to the 
brim, but no alteration of position would take place unless 
the head more or less fitted the brim. Now, in most 
kyphotic pelves (whicb, but for their deformity, were good 
pelves enough, and not usually dwarfed like rickety pelves), 
although tbe conjugate was larger than the transverse 
diameter of the brim, there was plenty of room for the 
long diameter of the head in the (lesser) transverse 
diameter of the brim, and there was therefore no force to 
change its position. The clinical facts tallied with this.*' 

Br. Gralabin, in his recently published ^ Manual of 
Midwifery,' gives an account of the mechanism which does 
not convey a clear idea to my mind. He says (p. 522) : 
'^ It might be expected that the long diameter of the bead 
would enter the long diameter of the brim, and it doubt- 
less does so, when it fits the brim at all tightly. But it 
is often found that the long diameter enters obliquely, or 
even transversely." . . . Then follows a resume of my 
description of the mechanism. 

A few lines lower down Dr. Galabin quotes my statistics 
as to the results of the labours to mothers and children, 
and says : " These results doubtless give a highier mortality 
than the average, the gravest cases having been recorded^" 

The analysis of this argument appears to amount to 
this : . 

(1) In extreme cases, the head does present antero- 
posteriorly, and not as described by Champneys. 
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The mechanism, described by him, and deduced from 
an analysis of all the recorded cases which he coald find, 
differed from this because the cases recorded are not 
extreme enough. 

(2) The recorded cases are the extreme, and do not 
represent the usual* mechanism. 

(3) Therefore the cases on wbich Cbampneys founded 
his description of the mechanism are both not extreme 
enough and, at the same time, too extreme. 

Since I wrote tbis paper I have had the opportunity of 
carefully observing another labour in the same patient, 
and the course of it is detailed below. The measurements 
as far as regards the patient are not repeated, as they are, 
of course, the same. 

Present pregnancy, — The last menstruation was from 
May 26th to 29th, 1884, in all respects as usual ; the 
foetal movements were felt when the patient was four 
months gone in pregnancy. She had no special symptoms 
during her pregnancy except that for two or three months 
before admission {i. e, during the fifth, sixth, and seventh 
months of pregnancy) she slept badly. 

State on admission, — She was admitted on January 22nd, 
1885, for the induction of premature labour, the general 
conditions being the same as on the previous occasion. 
The house physician noted that small foetal parts were 
very plainly felt over the whole of the front of the abdo- 
men, the movements being very distinct ; the foetal heart 
was heard in the upper segment of the uterus on the left 
side. 

Induction of premature labov/r, — On January 23rd, or at 
the beginning of the thirty-fifth week, labour was induced 
under the antiseptic precautions in use at the hospital. 

At 4 p.m. a vaginal douche of corrosive sublimate at 
a temperature of 110^ F. was given at a height of ten 
feet. 

At 4.30 p.m. a solid celluloid bougie (No. 10) was 
inserted in the right anterior quarter of the uterus. No 
bleeding followed. The cervix was fairly patulous, and 
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was high up, being just reached by the tip of the index 
finger. 

At 5.80 p.m. the douche was repeated. 

At 6.30 the patient vomited watery fluid. 

At 9 p.m. slight abdominal aching. The douche was 
repeated, after which the pains grew stronger and were 
felt in the bottom of the back. 

The pains continued and prevented sleep in spite of 
bromide and chloral. 

January 24th. — ^At 2 a.m. the cervix was the size of a 
florin, and a large bag of waters was forming. 

At 3.80 a.m. the pains were long and recurred every 
two or three minutes, the intervals becoming shorter ; the 
membranes protruded in a large bag filling the vagina, and 
a slight movement ruptured them, a large quantity of 
liquor amnii escaping. After this the pains decreased in 
strength and frequency, one in every four to six minutes. 

At 8.45 a.m. the cervix was rather far back, very soft, 
canal three quarters of an inch long, os internum the size 
of a fiorin ; a suture could just be reached, but the position 
of the head could not be determined. 

At 5 a.m. there was full dilatation, the pains had 
increased since 4.30, and had become stronger and more 
frequent. The head descended rapidly, well fiexed, with 
the occiput to the left, a caput succedaneum forming in 
the region of the small fontanelle. 

At 5.15 a.m. the pains were much stronger, the spines 
of the ischium felt to be very prominent and the head to 
be resting on them. As the axis of the uterus was 
parallel to the plane of the brim, a binder was put on to 
rectify the pendulous belly. 

At 5.45 a.m. the head appeared to be fixed between 
the ischial spines, and almost to reach the tuberosities. 
There was a large space in front of the head and behind 
the pubes. 

At 6.15 a.m. I arrived and took charge of the case. 
The great fontanelle could be felt exactly opposite to, and 
a little above, the spine of the right ischium. The small 
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f ontanelle was the presenting part, and the sagittal sature 
ran transversely. The spines of the isohia presented an 
obstacle to the head on both sides behind, but the head 
was beginning to press on the inner side of each tuber 
ischii. There appeared to be no biparietal obliquity either 
way. 

At 7 a.m. the right ischial spine was pressing against 
the sagittal suture a little posterior to the great fontanelle. 
The direction of the sagittal suture was now a little 
towards the left oblique diameter, past the transverse. 
The left ischial spine impinged against the occipital bone 
a little anterior to the left limb of the lambdoid suture. 
The head was much lower, the small fontanelle being still 
the presenting part. The points of pressure were — ^the 
right ischial spine, the body of the right ischium, both 
ischio-pubic rami (leaving a large space between the pubes 
in front free from pressure), and, during a pain, the coccyx 
behind. The fcetal heart could not be heard. A con- 
siderable quantity of liquor amnii was still present. 

At 7.30 a.m., during the pains, the head was bearing 
very strongly on both tubera ischii and projected below 
their level, pressing on the coccyx even during the inter- 
vals ; the finger was pressed on being passed between the 
head and perineum. Pains less frequent and strong. 

At 9 a.m., no further progress having been made and 
well-marked oedema of the vulva having set in, the patient 
was put under chloroform, but not deeply. 

At 9.20, Tarnier's forceps was applied, and with very 
little force the head was delivered. The mechanism of its 
delivery was as follows : The occiput at first rotated 
backwards, but as soon as the head began to distend the 
perineum, forward rotation occurred, and the head was 
born as an ordinary first position, but it emerged from the 
ligamentous pelvis very far back, and distended the peri- 
neum excessively. The shoulders also rotated at first 
posteriorly towards the right oblique diameter. 

The child was born at 9.30 a.m., and was much cyanosed. 
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but immediately began to gasp, and nt 9.40 to breathe 
rhythmically and regularly. 

No laceration coald be found in the vagina or perineum. 

Caput auccedaneum. — The centre was over the right 
parietal eminence. 

Marks of the forc&pa, — The mark of the upper blad^ was 
seen to pass down the middle line of the forehead, over 
the bridge of the nose and under the right eye. The 
lower blade embraced the left ear, and its point reached 
.just below the angle of the left ear. 

Marks of bony canal on child's head. — No injury could 
be found due to the pressure of the spines of the ischia. 

Moulding of the foetal head. — Vertical shear. — The left 
parietal bone overlapped the right. The left frontal 
overlapped the right. The occipital bone was depressed 
beneath the parietals. 

The right parietal bone was flattened, the left pro- 
tuberant. 

Lateral shear. — There was no considerable lateral 
(antero-posterior) shear ; both frontal bones seemed fairly 
on a level as viewed from above. 

The moulding points plainly to relative increase of pres- 
sure in front, and relative diminution behind. 

The child died two hours after birth. 

Autopsy. — On removing the scalp a quantity of extra- 
vacated blood was found permeating its tissues ; that part 
of the cranium which had been pressed by the upper blade 
of the forceps had on its surface a blood-stained jelly-like 
mass j corresponding to the lower blade was a deep dis- 
colouration, more marked than at the other parts of the 
cranium not pressed by the forceps. On opening the 
dura mater the brain was much congested, a small quan- 
tity of extravasated blood existed over the left temporo- 
. sphenoidal lobe ; a few spots of extravasated blood in both 
.lateral ventricles. 

Lungs small and retracted, congested, only a few air- 
vesicles expanded ; a piece cut off sank readily in water. 

Heart, right side contained much clot. 
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Liver; dark in colour, much bipod flowed out on slight 
pressure. 

Dimensions of foetal skull, 

Biparietal 

Bitemporal . . . 

Pronto-ocoipital . [' 

Mento-occipital 

Suboccipito-bregmatic 

Suboccipito-frontal 

Circumference, fronto-occipital 

„ suboccipito-bregmatic 

Length of sagittal suture 
Length of child = 20 in. 
Width of child = 5 lbs. 15 oz. 

Gov/rse of lying-in, — The patient became maniacal on 
the eighth day, and was removed to Lambeth Infirmary. 

The temperature after delivery never rose above 99*6° F. 

Remarks, — The course of this labour abundantly con- 
firmed the statements made in my former paper. 

The head, presented in the first position, descended, well 
flexed, into the pelvic cavity, the sagittal suture became 
more transverse, the head passed out of the ligamentous 
pelvis unusually far back, between the ischial spines and 
ischio-pubic rami in front and the sacrum and coccyx 
behind, and, under slight traction by Tarnier^s forceps 
(which I used in order to leave the mechanism undisturbed 
and which was applied obliquely), the occiput rotated 
posteriorly; but as soon as the head was clear of the 
pelvis it rotated forwards, and was born over the peri- 
neum as an ordinary first vertex case ; the shoulders 
rotated posteriorly, nearly into the right oblique diameter, 
the same as that originally occupied by the sagittal suture. 

The moulding of the head showed plainly that there 
was relative increase of pressure in front and relative 
diminution behind. 



260 OfiSTETBlCB OF THE KYPHOTIC PELVIS. 

The following case lias also been related by Schauta. 

Schauta's case was briefly as follows : 

The pelvis was somewhat " obtecta/' 

Labour came on at full time^ the child presented trans- 
versely^ the head towards the right side, the back in front. 
External cephalic version was performed, and the head 
passed the lumho-^ubic strait as a brow-presentation. 

At the brim it presented with the occiput to the right 
and the sagittal suture transverse ; in the cavity the 
occiput pointed towards the right sacro-iliac joint, and 
eventually the occiput pointed quite posteriorly {posterior 
rotation) . 

At the outlet forceps was applied, and the head was 
bom without any forward rotation, with the occiput 
backwards. 

The moulding of the head showed the occipital and 
frontal bones pushed (as usual) beneath the parietals. The 
caput succedaneum had formed on the posterior parts of the 
parietals and the occipital bone, especially on the left. 

The child (female) weighed 2700 grams and was 49 cm. 
long. 

The dimensions of its head were : 

Antero-posterior (fronto-occipital) . 11 cm. 
Small oblique (suboccipito-bregmatic) 9^ 
Great „ (occipito-mental) . 13 

Anterior transverse (bitemporal) . 8 
Posterior „ (biparietal) . 9 

The bones were very soft. 

The child died three days after delivery, from atelectasis 
pulmonum. 

The mother had a severe attack of perimetritis, but 
eventually recovered. 

Schauta's case thus again confirms my views. 

At the brim, or near it, the head was nearly transverse, 
the occiput rotated posteriorly and did not rotate forwards 
over the perineum ; perhaps owing to the hold of the 
forceps, which is not specified to have been Tarnier's. 
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Dr. Herman also has observed a case of delivery in a 
kyphotic pelvis. 

His case is as follows : 

The patient was aged thirty-eight, pregnant for the 
second time ; the first child had been born dead without 
assistance at aboat eight months. 

Labour began on May 17th, about 6 p.m. At about 
1 p.m. (?) the OS was fully dilated and the membranes 
were ruptured artificially, but as, in spite of strong pains, 
the head did not advance. Dr. Herman was sent for. He 
found lumbar kyphosis. The head seemed to be arrested 
at the brim in a state of extreme flexion, the posterior 
fontanelle being comparatively low down, the right limb 
of the lambdoid suture running to the middle of the sym- 
physis pubis (first position). The sagittal suture ran 
backwards and slightly to the right, dividing the present- 
ing part of the head into two apparently equal halves. The 
anterior fontanelle was out of reach. 

The forceps was applied and failed, and delivery was 
performed by craniotomy and cephalotripsy. The right 
blade of the cephalotribe had seized the head above the 
right eye, the left behind the left ear. 

Difficulty was experienced with the body. After free- 
ing the anterior shoulder^ the face rotated quickly through 
half a circle, bringing the face to the front, and then a 
quarter of a circle farther, so that the face looked towards 
the left thigh of the mother. This rotation was found to 
be due to relative shortness of the cord, which was tight 
and was twisted round the body of the child. 

The brim, as measured by the hand after labour, was 
more than four inches across in the transverse and conju- 
gate diameters. The outlet measured three and a half to 
three and a quarter inches in both diameters. 

Dr. Herman remarks : " The present case bears out 
what would, a priori^ have been expected (viz. that the 
head at the brim should present more antero-posteriorly 
than usual), and suggests that the published accounts con- 
tain, as collections of published cases often do, an undue 
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proportion of exceptional cases. The position of the head^ 
as ascertained by examination^ and as afterwards shown by 
the impressions of the blades of the cephalotribe^ was 
rather nearer the antero-posterior position^ and certainly 
not more transverse than usual. The head was also more 
flexed than is common, a condition which accounts for the 
cephalotribe having seized it above the eye/^ 

Remarks. — I venture to think that this case cannot be 
taken to disprove any of my statements. The head 
presented in the first position, which it is quite at liberty 
to do, — it certainly is not described as being antero-poste- 
rior at the brim, or as approaching that position. The 
rest of the labour is no ground for argument, as cephalo- 
tripsy was performed and the cord was tight and wound 
round the child. I cannot even agree that an antero- 
posterior position at the brim '^ would, a priori, have been 
expected,^' if it is once remembered that even in this case^ 
which was extreme enough to require cephalotripsy, the 
brim exceeded four inches in both conjugate and trans- 
verse diameters, which is suflScient for a full-sized head to 
pass, whose suboccipi to-frontal diameter is four inches. 

One other remark needs comment, viz. that the mechan- 
ism I have described is not the usual one, but the result 
of the recording of cases exceptionally severe. 

I venture to think that this argument tells exactly in 
the contrary direction. 

If the cases recorded are exceptionally severe, that is, 
the pelves are exceptionally deformed, that is, the trans- 
verse diameter of the brims is unusually and exceptionally 
small compared with the conjugate, and yet the head in 
these cases does not present antero-posteriorly but often 
more transversely than usual, it follows, a fortiori, that in 
the less severe cases there is still less likeWwod of its 
being disturbed by the proportions of the brim. 

I have not even been able to discover by whom the state- 
ment, which has been accepted and copied hitherto with- 
out question, was originated ; and I can discover no cases 
in its favour, though I have now collected and analysed the 
course of thirty-five labours in twenty-two women. 
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Dr. G-ALABnr said that he felt much complimented that Dr. 
Champneys had paid so much attention to the statement in his 
book on this subject to which Dr. Champneys had himself already- 
made such valuable contributions. He did not think that in 
reality he differed so much as Dr. Champneys supposed. In 
saying that the head was often found to enter the brim obliquely 
or transversely, he meant that this happened more often than 
not. He did not therefore state or argue that the mechanism 
described by Dr. Champneys was incorrect ; on the contrary, he 
was prepared to accept it as true for the majority of cases. He 
did not think that he could justly be impaled upon the dilemma 
upon which Dr. Champneys had so ingeniously tried to fix him. 
In Dr. Champneys' argument it was implied that in kyphosis a 
case of extreme distortion was identical with one in which the 
head would be likely to fit tightly in the brim, but this was not 
at all the case. What was the effect of kyphosis upon the brim P 
It was not to contract but to enlarge it. The reason of this he 
thought to be a point of some interest. He did not know 
whether it was generally stated, but he thought that it was not 
fully explained in Dr. Champneys' able criticism in a former 
paper of the mode of formation of the kyphotic pelvis. He was 
inclined to think that he must have overlooked it, if he held that 
the head was likely to fit tightly in the brim in a case of extreme 
kyphotic distortion. It was well known that a marked feature 
in the kyphotic pelvis was an over-action of the ilio- femoral liga- 
ments, and that this over-action caused eversion of the upper 
?art and inversion of the lower part of the innominate bones, 
'his implied that the innominate bone was not simply bent but 
rotated to some extent as a whole, the rotation being allowed by 
gradual moulding under mechanical force of the articular surfaces. 
The axis of rotation must pass through the centres, or nearly 
through the centres, of the symphysis pubis and sacro-iliac syn- 
chondrosis. The point to which he wished to call attention was 
that the axis of rotation was below the level of the brim. There 
was therefore a plane of the pelvis, somewhat above its centre, 
the size of which was unaltered ; all above this plane, and espe- 
cially the brim, was enlarged ; all below this plane, and especifdly 
the outlet, was contracted. Thus the transverse narrowing of 
the brim which would otherwise result from its change of shape, 
was to a great extent counteracted, and the size of the brim, as 
a whole, would be greater than normal. The only cases of 
kyphosis, therefore, in which the head was likely to fit tightly in 
the brim were not cases of extreme kyphotic deformity, but those 
in which kyphosis was combined with some cause of general 
contraction. Even if no cases could be adduced in which this 
occurred, he thought that his statement was, a j^Wort, justified 
that in such a case the position of the head would adapt itself 
to the shape of the brim. But he thought that in some of the 
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recorded cases there seemed to be a tendency to such adaptations. 
In Dr. Herman's case, mentioned by Dr. Ghampueys, Dr. Her- 
man considered the position of the sagittal suture to be more 
antero-posterior than usual ; and he thought that the same thing 
was mentioned in some of the cases previously collected by Dr. 
Champneys. He had met with two cases of severe transverse 
contraction in which the position of the sagittal suture at the 
brim had been nearly antero-posterior. These were not instances 
of kyphosis but were more nearly allied to the Bobert pelvis. 
He did not think that there was any ankylosis of the sacro-iliac 
joint but there was insufficient development of the sacrum. In 
Doth these cases, after cephalotripsy, the longest diameter of the 
crushed head rotated into a transverse position, and the foetus 
was delivered entirely behind the ischial spines, the distance 
between which was less than two inches. This agreed with the 
mechanism described by Dr. Champneys as common in the 
kyphotic pelvis. 

Dr. Hebmait said he accepted Dr. Champneys* conclusions, 
that in labour with kyphotic pelvis the head did not as a rule 
enter the brim in any dififerent manner from the usual one. He 
had published another case of labour with kyphotic pelvis* beside 
the one quoted by Dr. Champneys ; and in this the head entered 
the brim in the ordinary first position. But he was not con- 
vinced by Dr. Champneys' able criticisms that the comments 
he had made upon the cases quoted were incorrect, for in that 
case the head did enter the brim with its long axis nearer the 
antero-posterior diameter than usual. He still believed that, as 
Dr. Galabin had pointed out, in cases where there was such a 
relation between the size of the head and that of the pelvis as to 
make it necessary for the head to enter in the most favourable 
position, the long diameter of the head would generally turn into 
the long diameter of the pelvis, which in the kyphotic pelvis was 
the antero-posterior diameter. If the head was small enough 
with relation to the pelvis it might pass in any position. By 
exceptional cases he did not mean simply exceptional in the 
amount of pelvic deformity, but exceptional in some circumstance 
or other, and he thought the table in Dr. Champneys' first paper 
did contain a number of cases which were exceptional. 

Dr. CHAMPiinfiTS was glad to hear that Dr. Galabin agreed with 
him that the mechanism which he had described was the usual one. 
He thought, however, that no other inference could have been 
drawn from the passages in Dr. Galabin' s book which he had quoted 
than that which he (Dr. Champneys) had ventured to draw. 
As regarded Dr. Gblabin's description of the kyphotic pelvis, 
he thought that the question was not to be settled by any con- 
sideration of what might, a priori, have been expected from the 

• ' British Med. Joarnal/ vol. i, 1886, p. 294. 
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shape of the brim (though even here he must say that he would 
not himself have expected the accepted mechanism} but by actual 
analysis of carefully observed cases. If from these cases it could 
be proved that he was wrong he would willingly own it. In the 
meanwhile he asserted, on the most trustworthy basis of fact, 
that what he had described was the correct mechanism, and that 
the formerly accepted mechanism was quite exceptional. He 
would refer Dr. Ghilabin to * Obstetrical Transactions,' vol. xxiv, 
for 1882, pp. 242 — 253, and especially p. 253, paragraphs 3 and 
4, where he would find the action of the ilio-femoral ligaments 
plainly set forth. 
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A CASE OF LUPOUS STRICTUEB AND ATRESIA OP 

THE FEMALE URETHRA. 

By Gr. Ernest Herman, M.B.Lond., F.R.C.P., 

OB8TBTBI0 FHYSIOIAST TO THE LONDON HOSPITAL. 

(Reported by Mr. H. Pabby.) 

M. T — , 8Bt. 48, admitted into the London Hospital 
May 20tli, 1883. 

Patient said she had always previously had good health. 
She had lived all her life in London, and done laundry 
work. She first menstruated at 14, had since been 
regular except during pregnancy, the flow being moderate 
•in quantity, until the last twelve months. During the 
last twelve months the intervals had varied from three to 
six months. She had had one child, twenty-seven years 
ago, which was now living and well. For three months 
after her confinement she was ill with what was called 
" inflammation of the bowels." Ever since then her womb 
had seemed to her to come down ; but she had not noticed 
anything protrude at the vulva. 

Twelve years ago she went to St. Bartholomew's 
Hospital on account of trouble in making water, and of 
her womb coming down. An instrument was put in, 
which she wore for twelve months. She did not get 
better of the urinary trouble. After this she one night 
found herself unable to pass water, and came to the 
London Hospital, where this was relieved. She was there 
• six weeks as an in-patient (under the care of the late Dr. 
Palfrey) and subsequently as out-patient. Has had two 
similar attacks since. 

Some years ago she had an abscess in her right groin, 
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and about the same time underwent an operation at the 
Soho Hospital for Women, for the removal of some growth 
which caused trouble in passing water ; but she was unable 
to give any definite account of this illness. 

The patient was again brought to the London Hospital 
at 4 a.m. on May 20th. She had not passed water since 
3 p.m. on the previous day. She was in great pain, and the 
distended bladder reached to the umbilicus. The resident 
accoucheur tried to pass a catheter (without anassthesia), 
but could not find the meatus, and therefore failed. The 
patient was put in a hot bath, and given a minim of croton 
oil, after which the bladder was spontaneously emptied, 
and the patient passed a comfortable night, free from pain. 
Temperature was normal. 

On examination the next day, although a slit-like depres- 
sion was seen in the situation of the meatus, no opening 
that would admit a catheter or probe could be discovered. 
Around the depression in the situation of the meatus were 
fibrous nodules like those of so-called lupus of the vulva ; 
and around these the mucous membrane was very vascular. 
The right labium minus was enlarged and thickened to 
about three times its normal size. The left labium minus 
was healthy except that there was a perforation in it. 
Some old scars in the right groin. Uterus retroverted, 
but otherwise normal. Slight chronic bronchitis, but 
nothing else abnormal discovered. 

23rd. — Patient again unable to pass water. She was 
examined under ansBsthesia by Dr. Herman. The urethra 
could be felt through the vagina distended into a sausage- 
like swelling. There was no opening at the meatus urina- 
rius. A trocar was therefore inserted where the meatus 
should have been, and about two pints of urine drawn ofE, 
The urine was slightly acid, and contained some pus. 
The enlarged right labium was then cut off. The bladder 
was ordered to be washed out daily with a 1 per cent, 
carbolic acid solution, and the urine drawn off every six 
hours. 

25th. — ^The patient is now able to pass water without an 
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instrament. In washing out the bladder No. 6 catheter 
has been used. As there seems some tendency for the 
opening to contract, bougies up to No. 12 were passed. 

31st. — Patient discharged at her own request. 

June 2nd. — ^Patient can still pass water, but says she 
has much soreness in doing so. The urine still contains 
pus. 

July, 1886. — Patient has now no urinary trouble of any 
kind, but she declines to be examined. 

The case above reported is one in which morbid 
changes were present like those which have been de- 
scribed under the title of lupus of the vulva. I 
have brought it forward because it exemplifies a rare 
event in the history of the disease. In his papers on 
lupus of the vulva, published in the last volume of the 
^ Obstetrical Transactions,' Dr. Matthews Duncan does 
not mention as within his experience either urethral 
stricture simply by fibrous growths at the meatus, or 
the possibility of the disease leading, not simply to 
stricture, but to absolute closure of the urethra. With 
regard to the urethra he says,* " I have not seen 
ulceration of the course of the urethra . . . except 
destructive ulceration.'^ Lupous stricture of the urethra 
he has described as occurring in three f orms,t first by the 
growth of lupous tissue around the canal, transforming it 
into a rigid cylinder; second, as a result of present 
inflammatory induration ; and third, by a band of fibrous 
tissue. 

In the case now recorded, none of these conditions 
was present, but first stricture from blocking of the 
meatus by lupous growths, and then atresia, presumably 
from the growing together of the ulcerated surfaces of 
these growths. Although no ulcerations were seen at the 
time the patient came under observation, yet it is difficult 
to account for the adhesion of the walls of the orifice in any 
other way. It is at first sight difficult to understand how in 
a few hours the adhesion of two ulcerated surfaces should 

* P. 141. t P. 313. 

VOL. xxviii. 19 
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be firm enougli to withstand the pressure of the stream of 
urine and close the canal. It is probably only possible 
by the aid of tbe nodules of fibrous growth blocking the 
mouth of the canal, which make the passage between them 
small and tortuous, and protect the opposed surfaces 
ready to unite from the pressure of such a column of 
urine as the healthy urethra can contain. 

It may be suggested that the operation which the 
patient mentioned was one which had produced cicatricial 
contraction, and that this was the cause of the stricture. 
But even assuming that a cicatrix was present, the lupous 
growths were the chief cause of the narrowing ; and for 
a simple cicatrix several years old to suddenly, without 
other change, produce atresia, would be quite an anomalous 
morbid process. 

A feature of the case which appears to me interesting, 
is the sausage-like dilatation of the urethra which was 
present when atresia had taken place, and which marked 
off the case clearly from stricture produced by general 
thickening of the urethra, and also from retention due to 
swelling of the urethra. It furnished the proof that the 
retention waa actually due to the meatus being so blocked 
that the urine could not get out. 

I have not seen, nor been able to find published, any case 
of an identical kind. But I find two cases in which stricture 
was produced by multiple fibrous growths about the meatus, 
the description of which suggests that they possibly should 
be classed along with the cases to which the term " lupus ^' 
has been applied. One is recorded by Goldschmidt.* 
The patient, set. 35, had had syphilis six years before, and 
from this time urinary symptoms dated. The vulva was 
studded with many fibrous growths, from the size of a 
lentil to that of a coffee bean. A larger growth, the size 
of a hazel nut, appeared at first sight attached to the right 
labium minus, but on examination it was found to grow 
from the vagina, and the opening of the urethra was 
between it and the labium. The reporter attributed the 

* * Beitrage zur Geb. und Gyn./ Berlin, 1874, Band iii, S. 10. 
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condition to syphilis. It was treated by dilatation of the 
urethra and removal of the tumours. 

The other case is mentioned by Sir Henry Thompson.* 
The patient had suffered several times from retention 
during a period of some years, and had been relieved by 
the introduction of small catheters, and she habitually 
passed a small stream with difficulty. On examination it 
appeared impossible to discover the meatus by the eye. 
In the situation of the opening was a little bunch of pale, 
firm, corrugated, insensible excrescences, about the size of 
mustard seeds, or a little larger, among which, first a 
probe and then a No. 1 gum catheter, were passed with 
difficulty where the latter was tightly held. After relief 
had been afforded the woman was lost sight of. No 
obvious cause for the stricture had appeared on inquiry 
into her history. The able reporter of the case does not 
express an opinion as to the nature of the growths which 
narrowed the meatus. 

Dr. EouTH asked if in this Bo-called lupus case any histological 
examination had been made of the specimen P 

Dr. HoBBooKs asked if there was a history of syphilis, because 
the description of the case suggested its syphilitic nature. Dr. 
Matthews Duncan, when using the term lupus, did not mean 
either the lupus vulgaris, so common on the face, nor syphilis, 
with a lesion simulating lupus, but something quite different 
clinically and histologically. Dr. Thin had confirmed the histo- 
logical differences by careful microscopical examinations. 

Dr. Hebman (in reply) said that the outgrowths removed had 
not been microscopically examined. He had carefully inquired 
into the possibility of syphilis and had given in the paper all the 
facts that he had been able to obtain. He thought it was unfortu- 
nate that the same term should be applied to this disease and also 
to the common lupus seen elsewhere ; but he used the term 
*^ lupus '' because it was already current. 
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DECEMBER 1st, 1886. 

John B. Pottkb, M.D., President, in the Chair. 

Present — 51 Fellows and 7 visitors. 

Books were presented by Dr. AUoway, Dr. Braxton 
Hicks, Dr. W. L. Richardson, Dr. Wasseige, and the 
Medical and Ohirurgical Faculty of the State of Maryland. 

Frank Rashworth, M.B.Lond., William McMuUen, 
L.K.Q.C.P., and Walter Essex Wynter, F.R.C.S., were 
admitted Fellows of the Society. 

W. Percy Ashe, L.R.C.P.Lond. (Chislehurst) ; A. H. 
Freeland Barbour, M.D.Ed. (Edinburgh) ; Richard Brough- 
ton Bothamley, M.R.C.S. (Bromley) ; Robinson Boustead, 
M.D. (Brighton) ; Ambrose E. L. Charpentier, M.B.Dur. 
(Uxbridge) ; Arthur D. Roe, B.A., M.B.Cantab. (Wands- 
worth) ; Robert Sanderson, M.B.Oxon. (Brighton) ; Charles 
James West, L.R.C.P.Lond. (Streatham) ; and Charles 
Hoar, M.B. C.M.Aber. (Robertsbridge), were declared 
admitted. 

The following gentlemen were proposed for election : — 
Alex.L. Achard, L.R.C.P.; Henry Thomas Barton, L.S. A.; 
Wm. Edwin Barton, L.R.C.P.Lond. (Hawkhurst) ; Robert 
Beswick,M.R.C.S.; Charles Walter Biden, L.R.C.P.Lond.; 
Adolphus Edward Bridger,M.D.Edin. ; Dudley W. Buxton, 
M.D.Lond.; Alfred Goldney Chitty, L.R.C.P. ; Francis 
William Clark, L.R.C.P.Lond. (Croydon) ; Arthur Edward 
Dodson, L.R.C.P. and L.M.Ed. (Tooting) ; Bruce H. J. 
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Gardiner, L.R.C.P.Ed. (East Dulwich) ; Edwin CHmson 
Greenwood, L.R.O.P. ; Walter Herbert Haw, M.R.C.S. ; 
Edwin Leonard Lees, M.B., C.M.Edin. (Bristol) ; Leonard 
P.Mark, L.R.C.P.Lond. ; James Maughan, L.R.C.P.Lond. ; 
George W. Moseley, M.B., C.M.Ed. ; Horace H. C. 
Murray, M.R.C.S. ; John Inglis Parsons, M.D.Dar. ; 
Thomas Taylor, L.F.P.S.G. ; Robert Whitby, M.R.C.S. 
(Harlesden) ; Charles Arthur Wigan, M.B.Dur. (Portis- 
head) ; Robert Withers, M.R.C.S. (Otago) ; and Charles 
James Wright, M.R.C.S. (Leeds). 



A DISSECTION OF THE MUSCLES OP THE FEMALE 

PELVIS AND PERINEUM. 

By Alban Doran. 

This specimen was prepared, under my superintendence, 
by Mr. Pearson, the professional dissector to the Museum 
of the Royal College of Surgeons. It is a fine piece of 
dissection, and shows, as has repeatedly been shown before 
in respect to other parts of the body, how different is 
reality to ideas gained from systematic text-books. The 
specimen will be placed in the College Museum. 

The right ischium and os pubis, part of the body of the 
left OS pubis close to the symphysis, the right side of the 
coccyx, and about one inch of the adjacent right side of 
the sacrum, are the bony parts retained in this specimen. 
The bladder, vagina, and rectum have been cut short and 
turned a little to the left, so as to display the right levator 
ani muscle. The left levator ani has been cut away 
except close along its insertions. The integuments and 
deeper structures of the vulva have been drawn downwards 
from the pubic arch, the crura clitoridis being detached 
anteriorly from their bony origins. By this means, the 
relations of the pelvic to the perinssal muscles have been 
well displayed. Of necessity, on the other hand, a good 
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full-face view of the latter set of muscles could not be 
obtained. 

I shall only describe those muscles which show well in 
this preparation. I have taken notes of the others in the 
course of the dissection, and hope shortly to exhibit 
another specimen prepared to show the perinseal muscles. 

The levator ani is seen to arise on the right side from 
the posterior part of the body and horizontal ramus of the 
pubes [puhO'Coccygseua muscle of Savage), and from the 
line of division of the pelvic fascia {obturato-coccygaeus of 
Savage), but a portion of this last origin, and the whole of 
the origin from the spine of the ischium, is deficient. 
The coccygseus {ischio-coccygsBus of Savage) is large, and 
arises, as usually described, from the spine of the ischium, 
and is inserted into the side of the coccyx and lower part 
of the sacrum. From the peculiarity above noted, there 
is a considerable gap between the posterior part of the 
origin of the levator ani and the origin of the coccygaeus. 
This was the case on the left side as well. 

The insertion of the posterior fibres of the levator ani 
into the side of the coccyx is well marked, and as the most 
posterior pass, direct from their origin, to the coccyx 
immediately below the insertion of the coccygaBus, it is 
clear that no fibres have been cut away, for there would 
have been no place for their insertion. 

The so-called tendinous arch, whence the obturato- 
coccyg83us arises, is far less marked than would be supposed 
from the study of plates. This portion of the levator ani 
is inserted into a median fibrous raphe running from the 
coccyx to the posterior margin of the anus, as is taught at 
the schools. The more anterior fibres run at a very acute 
angle to the upper fibres of the sphincter ani, if not parallel 
to them, and are inserted into the side of the rectum. 

The pubo-coccygaeus runs by the side of the vagina and 
blends intimately with the posterior half of the upper 
border of the sphincter vaginae, a small, slender muscle. 
This is an important point. A careful inspection of this 
insertion, as shown in this specimen, will show that the 
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greater part of what is often figured as the sphincter 
yaginad is really the pubo-coccyg89us portion of the levator 
ani. The error arises from the practice of examining the 
vulvar muscles from their perineal aspect only, and not 
tracing carefully their relation to the pelvic muscles. 
Another source of fallacy is the common idea that the 
fibres of the levator ani descend vertically from the side 
of the pelvis on to the vagina, so that the dissector cannot 
understand how the (apparent) deep part of the sphincter 
can be a part of the levator ani. In reality the pubo- 
coccygaaus lies almost parallel to the sphincter vaginaB, 
though on a higher and external plane. Hence, the 
dissector keeps on cleaning a sphincter-like muscle, regard- 
less of relations to the layers of perinssal fascia, and at length 
displays what he believes to be a large sphincter vaginad. 
More careful dissectors wlio avoid dissecting deeper than 
the bulb are surprised to find that the true sphincter 
vaginae is really a very small muscle. 

The origin of the erector clitoridis from the pubic arch 
is well marked, the muscular fibres are fairly developed, 
and arise from two heads, one anterior and a little internal 
to the other. It passes completely over the cms and some 
of its fibres join that structure, but its tendon of insertion 
is attached to the margin of the ramus of the pubes 
immediately below the symphysis. Hence, when this 
muscle acts, it must hold the cms down, like a tightened 
strap, and compress its veins. 

The dartos of the labium was well developed in this 
specimen. 

The levator ani needs a little further consideration. The 
two pubo-coccyg89i when they contract must not only draw 
up the vagina, but must also compress it laterally. As the 
vagina is really a slit, with walls facing backwards and 
forwards, lateral compression must, of necessity, alter the 
direction of the slit, so that it faces the sides of the pelvis, 
and thus a right and left lateral wall, instead of the 
anterior and posterior wall of the quiescent vagina, are 
formed. The old question as to whether it closes the vaginal 
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canal or not, was based originally on a belief that the 
vagina when at rest was an almost cylindrical canal,* that 
is, on a false belief. When, however, anything occnpies 
the vagina it is gripped laterally when the pubo-coccy- 
gSBns contracts. 

This may be proved in the out-patient room or in the 
wards of a hospital. The anterior fibres of the levator 
ani, that is, the pubo-coccygsDus are very easily felt through 
the vaginal walls laterally. When thus detected, the 
patient should be directed to draw up the parts as after 
passing a motion. The contraction of the pubo-coccy- 
gsei then becomes very marked. In a subject suffering 
from fissure of the anus this contraction is often very 
strong. There is no doubt that the pubo-coccygasi also 
contract during orgasm ; they tally with Marion Sims^s 
constrictor vaginas superior. 

Budint believes that the pubo-coccygaei may impede 
labour when they contract spasmodically. In one labour, 
a breech case, one of these muscles was torn, the child 
was born at once, and characteristic symptoms followed. 
In a second, described by Benicke, vaginismus had lasted 
for a long time, and the muscles had become permanently 
contracted, as has been noted by Cripps in stricture of the 
rectum. In a third, both of these contracted muscles had 
to be cut ; the child was born, but the mother died in 
three days, and pus was found in the uterine sinuses and 
pelvic veins. When cut, the contracted muscles were 
believed to be cicatricial contractions. 

I have repeatedly noted, in patients suffering from 
painful pelvic affections, that the muscles on the inner 
side of the pelvic wall keep in a state of tonic spasm, so 
as to simulate morbid deposit. This spasm generally 
disappears suddenly if the finger be retained for a few 
minutes in the vagina. 

* This error is perpetaated in Laschka's celebrated drawing of the levator 
aui as the floor of the pelvis, reproduced in Zweifel's and in Hart and Bar- 
bour's text-books. 

t ' Progr^s Medical,' Tome ix, 1881, and Budin's ' Obst^trique et Gyn^co- 
logie,' 1886. 
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CASE OP DICEPHALOUS MONSTROSITY. 

By John Phillips, B.A., M.B. (Cantab.), M.R.C.P. 

Dr. John Phillips showed a specimen of this abnor- 
mality. There were two separate heads and necks, two 
arms and legs. The body exhibited marked signs of its 
dual composition ; it would therefore be classed under the 
head of Derodymus (Geoffroy St. Hilaire), or Dicephalus 
dibrachius (Ahlf eld) . The mother had had five previous 
pregnancies, which were quite normal in character. 
Labour came on three weeks prematurely. The foetus 
presented by the breech, and in the third position, the 
transverse pelvic axis lying in the left oblique diameter of 
the mother. As the body descended, no rotation of the 
right shoulder under the pubic symphysis took place. The 
left arm and shoulder passed over the junction of the left 
ischiatic and pubic ramus, the coccyx producing a well- 
marked linear depression between the double spines. 
With one prolonged pain the right shoulder was extruded 
in a corresponding position to its fellow, on the right side, 
the right head passed beneath the pubic symphysis and 
was immediately followed behind by the left head. The 
placenta was large and oedematous, the cord rather small. 
The greatest diameter of the two heads moulded upon 
each other was six and three quarter inches, measuring 
from the left parietal eminence on the left head to the 
right parietal eminence on the right head. A tracing of 
the heads was shown. 



OVARIES AND TUBES FROM CASE OF PER- 
SISTENT CHRONIC OVARITIS. 

By J. D. Malcolm, M.B., CM. 

Mr. Malcolm showed ovaries and tubes for Mr. Knowsley 
Thornton, and read the following note by Mr. Thornton : 
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*^ These ovaries were removed, together with the 
tubes, from a married woman, set. 32, a patient of Dr. 
Wyatt^s, of Stamford Hill, on November 16th, and 
she has made an uninterrupted recovery. My reason 
for bringing them before the Society is that I think they 
show most typically certain coixditions which are frequently 
present, not only in ovaries which have been the seats of 
chronic inflammation of long continuance, but also in the 
large ovaries so frequently found in association with 
fibromyoma uteri. Briefly, the condition is one of greatly 
increased activity in follicular development with coinci- 
dent increase in the stroma and considerable thickening 
of the capsule. The ovary is found so full of follicles in 
full development that it presents almost the appearance 
of a small multilocular tumour. Besides these ripening 
follicles (many of which are so deeply seated that it is 
impossible for them to burst) there are corpora rubra and 
lutea in all stages of retrogression. This active condi- 
tion is, I believe, due to the increased blood-supply, 
either through adhesions or through the enlargement of 
vessels which accompanies the growth of a big fibro- 
myoma. The condition is admirably seen in the right 
ovary. In the left, a further stage has been reached ; 
there are a few abortive follicles which have been affected 
by their situation deep in the stroma, an immense number 
of corpora lutea in all stages of decay, and a shrinking, 
hardening stroma and capsule. This is, in my opinion, 
the stage of most pain.'' 

Mr. Malcolm said that the patient's history com- 
menced with her married life ten years ago. Almost 
immediately after marriage she began to suffer from 
vaginal discharge, with bladder irritation and constant 
pain in the pelvis. During the first five years of her 
married life she had had four children and three abor- 
tions, and with each pregnancy she suffered from more 
pain, more discharge, and more weakness, the pain being 
always worst on the left side. Five years ago, a month 
after her last child was bom, she had an attack of very 
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severe pelvic pain, and three months later she had a profuse 
flooding, which recurred every four to seven weeks, till 
the child was about a year old, when the pain and haemor- 
rhages moderated. Since then she had suffered from 
constant pain and floodings whenever she attempted to 
take exercise or attend to her household duties. She 
had seen many physicians, and every kind of local treat- 
ment had only led to exacerbation of symptoms. The 
removal of the ovaries was therefore determined on. In 
answer to a question by the President, Mr. Malcolm said 
that the operation was performed on account of the con- 
stant pain and tendency to floodings, and the exacer- 
bation of these symptoms whenever the patient attempted 
to walk or take any kind of exercise, and in answer to 
Dr. Graily Hewitt, he said that the ovaries were covered 
by adhesions and the tubes were curled forward and 
adherent in front of the broad ligaments, with the ovaries 
wrapped up in them, which Mr. Thornton considered a 
rare condition, and that the uterus was normal, with the 
exception of a slight anteflexion. 

Dr. Matthews Dunoak wished, as this case of oophorectomy 
passed, to remark that he had much experience in such . opera- 
tions, and regarded them as among the most unsatisfactory. He 
would not at present say more on the subject. 
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ON MBRCURTALISM IN LYING-IN WOMEN 
UNDERGOma SUBLIMATE IRRIGATION. 

By William Radford Dakin, M.D., B.S., 

PHYSICIAN TO THE BOTAL HOSPITAL POB CHILDBBN AND WOMBN. 

In the following paper an accoant will be given of the 
symptoms observed in several cases of mercurial poisoning, 
with the post-mortem appearances in one ; and a com- 
parison made of the results obtained from somewhat dif- 
ferent modes of using corrosive sublimate as a douche. 

Since this drug was first used by Tarnier at the 
Matemite in 1882, and afterwards by Toporski at Breslau, 
and by others, the mortality and morbility in lying-in 
hospitals have diminished in a marked degree, even when 
compared with the results obtained during the employment 
of other antiseptics, and corrosive sublimate is now looked 
upon as the most trustworthy antiseptic known. Like 
other efficient agents of this sort, however, it has its 
dangers, and seven or eight deaths which could be un- 
doubtedly ascribed to its use during the puerperium had 
been reported up to July of last year (1885). Since then 
there have been others. The first one occurred in the 
practice of Stadtfeldt, of Copenhagen, who became a strong 
opponent of its use, unless under exceptional circum- 
stances and in very dilute solution. Several other 
authorities have since followed his lead. 

1. Stadtfeldt. Death occurred after a single inter- 
uterine irrigation of 1-^1500 administered five days after 
labour. Carbolic injection (3 per cent.) had been used 
after manual extraction of the placenta, but had not affected 
the temperature, which was feverish. Patient was seized 
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with alarming symptoms during the douche, from which 
she recovered slightly afterwards. She died on the 
eleventh day, after displaying all the signs of mercurialism, 
and the diagnosis was confirmed by post-mortem examina- 
tion. The changes in the kidneys and intestines were 
well marked {' Centr. f. Gyn.,' No. 7, 1884). Von Herff 
('Arch, f . Gyn.,^ Bd. xxv, Heft 3) considers that in this case 
the symptoms were caused by direct entry of the poison 
into the circulation through the open mouth of a vessel, 
and that shock is the explanation of the immediate occur- 
rence of pain, &c. 

2. Lomer records a case in which vaginal (probably, 
though he does not mention whether vaginal or intra- 
uterine) injection of 1 — 1000 was used, in which he had 
to sew up the perinasum, and in which a necrotic condition 
of the mucous membrane of the large intestine was found, 
and some inflammation of the small one. The kidneys 
are not alluded to ('Centr. f. Gyn.,' No. 14, 1884). 

3. Winter showed the organs of a patient in whose case 
death had occurred on the fourth day. There was some post- 
partum hsemorrhage, and four to fife litres of 1 — 1000 solu- 
tion were injected into the uterus. The perinaeum was torn, 
and was stitched up, the vagina being douched with 1 — 1000. 
This patient suffered from the usual symptoms, and post- 
mortem gangrenous colitis, and some peritoneal exudations 
were found. Kidneys again not mentioned, but the urine, 
which before delivery showed signs of slight nephritis, 
was after irrigation highly albuminous, and contained 
some blood ('Centr. f. Gyn.,' No. 28, 1884). 

4. Vohtz irrigated a patient^s uterus after an abortion at 
three months with 1 — 750. The woman complained of 
sudden pain during the irrigation, and vomiting occurred 
after twelve hours. The usual signs appeared, with albu- 
minuria, and ulcers were to be felt per rectum. Death on 
eleventh day. No post-mortem (' Centr. f. Gyn./ No. 31, 
1884). 

Von Herff (loc. cit.) remarks that in this case the solu- 
tion must have reached the abdominal cavity through the 
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Fallopian tubes, whicli would probably be more patent - 
than normal. 

5. Partridge ('New York Medical Journal/ p. 711, 1884) 
bad a death after two intra-uterine irrigations of 1 — 2000. 
In this case dysenteric, symptoms and post-mortem, colitis 
were the most striking signs. 

6. Thoro, of Halle (' Samm. kl. Vortr.,' No. 250) had 
two fatal cases, one after intra-uterine douching with 
1 — 1000, of a patient in whom a missed abortion of three 
months ended in the expulsion of the ovum at the sixth 
month ; 

7. And one in a patient who had a flattened (rickety) 
pelyis, and on whom forceps were used. In this last case 
the vagina only was once douched with 1 — 1000. Two 
hours after delivery diarrhoea and other signs of mercurial- 
ism appeared. Patient died on the tenth day, having 
suffered from dysentery, and towards the end from ster- 
coraceous vomiting. Urine not examined. Post-mortem, 
inflammation of large and small intestine, especially of the 
former, and marked parenchymatous nephritis. A small 
piece of placenta was found adherent. 

8. Ziegenspeck records a death (' Oentr. f . Gyn.,' No. 34, 
1886) on the thirteenth day, after three injections of four 
litres, 1 — 5000, the first vaginal, on the first day, the 
second intra-uterine, on the fourth. These caused no 
symptoms. On the eighth day a second intra-uterine 
douche was given, and during this the patient suddenly 
complained of pain in the abdomen. She had the usual 
signs, and died on the fifth day after. This was a case 
like Vohtz's. Post-mortem, the specific lesions were dis- 
covered. Z. thinks the cause was impeded outflow. 
Urine not examined. 

9. Netzel (Stockholm) {' Nord Med. Arkiv,' Bd. xvii. 
Heft 2) mentions the case of a primipara whose vagina 
was douched twice daily for the first seven days with 
1 — 3000. She had slight feverish symptoms on the seventh 
day, and an intra-uterine douche of 1 — 1 500 was adminis- 
tered, causing some abdominal pain at the time. She 
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went through the nsnal course^ and died on the twenty- 
second day^ fourteen days after the intra-nterine irrigation. 
In addition to the usual lesions he discovered lime-salts 
in the kidneys. The nrine^ which was much diminished 
in quantity^ contained mercury and albumen and casts 
(epithelial and waxy). 

10. Gustav Braun (' Wien. med. Wochenschrift,' Nos. 
21 — 24, 1886) lost a patient from mercurial poisoning. 
She was a primipara, and was douched during the first 
stage. After the placenta was expelled she had an 
intra-uterine irrigation of two litres of 1 — 1000. Episio- 
tomy had been performed. She had diarrhoea on the 
third day. On the sixth she was fairly well, except for 
her diarrhoea, but on the evening of the seventh she 
became collapsed, and died soon after. She had opium 
in twenty-minim doses. The post-mortem signs were the 
usual ones, and she had two litres of yellowish-brown fluid 
containing fibrin in the peritoneal cavity. 

11. HofEmeier ('Ann. de Gyn.,' T. xxii, p. 155, 1884) 
lost a patient after a douche of 1 — 1000. Complete rup- 
ture of the perinaeum. Death on sixth day. Symptoms 
and post-mortem appearances as in the others. 

Other fatal cases have occurred during treatment after 
abdominal operations. 

Many non-fatal cases of poisoning are noticed, with 
the usual symptoms, like those which will be described 
later. 

It was found by Keller, of Bern ('Archiv f. Gyn.,' 
B. xxvi. Heft 1), that traces of mercury are present in 
most cases in the urine after douching with a 1 — 1000 
or 1 — 2000 solution. This occurred more frequently in 
intra-uterine douching than in vaginal (only in one case 
of the latter). He also found that the mercury was in all 
cases accompanied by albumen. His methods — ^three — are 
given at full length in his article, and consist in the main 
of combining the mercury present with some other metal, 
as zinc, and heating the result in a bulb with a fine tube^ 
on the inner surface of which a mirror is formed. He 
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found mercury in thirteen cases out of eighteen. He took 
every precaution against the accidental entry of mercury 
into the urine. 

He considers mercurial irrigation dangerous when the 
kidneys are not perfectly sound. 

Von HerfE withholds it also in anaamia^ atony of 
uterus, and in cases which have been previously treated 
with mercury, considering the last class more susceptible 
to the drug when its use is renewed than patients who 
have never taken it in any way (loc. cit. ant. ; and 
Stenger ' Centr. f. Gyn.,' No. 13, 1884). 

Out of 170 cases admitted during a part of the last 
twelve months into the General Lying-in Hospital, some 
under the care of Dr. John Williams, and some under 
Dr. Champneys, who have very kindly allowed me to 
make use of them, fourteen cases which were undoubtedly 
mercurial have occurred. 

It is a noteworthy fact that although exactly the same 
system and details were carried out since corrosive sub- 
limate was first used at the hospital in May, 1884, only 
two or three mild cases of poisoning had occurred up to 
September, 1885. Since then to the present date only 
about half a dozen cases have occurred. Excepting in one 
case, which was fatal, the symptoms in all the cases forming 
the text of this paper were nearly identical, and the 
patients were well by the twelfth day of lying-in. 

Method of use. — This at present [i. e. spring of 1886) 
is as follows :* — A solution of 1 — 200 is kept in the 
labour- and lying-in wards, for dilution. The hands and 
non-metallic instruments are disinfected by a solution of 
1—1000. 

In the labour-wards, before and immediately after 
delivery the vagina is douched with two quarts of 
1 — 2000, the post-partum one being at a temperature 
of 115° — 120° Fahr. The douche before delivery, being 
mainly, though not altogether, for the benefit of the 

* It has since been altered. 
VOL. XXVIII. 20 
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child's eyes, is repeated if the first stage be abnormally 
long. 

No doubt the solution immediately after delivery has 
access to the uterine cavity as far as any such exists^ but 
no intra-uterine tube is used. This solution contains 
approximately 5th grain of perchloride to the ounce, and 
so sixteen grains in the total douche. 

At present, during the time, usually fourteen days, that 
the patient remains in hospital, she is for the first two days 
douched twice a day with nearly three pints of 1 — 2000 
at 110° Fahr. ; after 'the first two days with 1 — 4000. 

The douche is administered in the dorsal position so as 
to increase the intra-abdominal pressure, and the uterus 
is firmly compressed during the process, and for a few 
minutes afterwards, to assist in evacuation of the fluid. 
The woman is then made to get up on to her hands and 
knees and pass water, and then to empty the vagina as 
thoroughly as possible. The retention of one or possibly 
two ounces of the solution, if the mercury in it were 
absorbed, would mean the possible admission into the 
system of 3th or |th grain of perchloride — quite enough to 
cause unpleasant symptoms if repeated at short intervals, 
in addition to the quantity absorbed from the solution as 
it flows over the surfaces. 

Differing susceptibility among patients, — Not much light 
can be thrown upon this by the present cases. 

1. Condition of kidneys, — In all the cases the kidneys 
were healthy on admission, the urine (catheter) being 
carefully tested. I should say that in a small percentage 
of the total cases admitted albumen was present on the 
first day after delivery, but this was the case in only one 
of the patients who were subsequently poisoned, all the 
others passing perfectly normal urine till they were 
affected. Sugar, of course, was present in a great 
number. 

2. Amount of laceration. — Von HerfE attaches some 
importance to this. In twelve of the fourteen cases the 
perinseum was intact, and in none did the laceration of the 
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cervix, if any were present, reach the vaginal reflec 
tion. 

3. Parity. — Six women were l-para9, four were 2-para9, 
and tlie rest (four) had had from three to seven 
children. This proportion may seem to indicate that 
patients were more liable in their earlier confinements, 
but these numbers represent about the usual relation of 
primiparas to the total number admitted. This being so, 
the existence of laceration (of the perinasum at all events) 
does not seem to increase the liability to poisoning, it 
being borne in mind that prifoiparse must of necessity, as 
a rule, be a great deal more torn than multiparas. The 
contrary view is rather supported, viz. that an intact peri- 
nasum, if it quickly recover its tone, or its muscles are 
made to act in closing the vaginal orifice by any stimulus, 
will be a powerful aid to the entrance of mercury into the 
system. 

Von Herfif (loc. cit. ant.) has proved experimentally 
that sublimate solution has a very strong influence in 
occluding the vaginal orifice, and it acts by stimulating 
the sphincter vaginas and levator ani muscles. He found 
that they were strong enough to cause ^' balloon-like *' 
distension of the vagina when the douche-tin was raised 
three feet above the patient. The effect on the muscles 
lasted a quarter of an hour. 

In a patient in the hospital, retention of more than two 
ounces of the douche occurred, lasting four hours, and 
causing no symptoms. It was finally discharged on her 
moving in bed. 

4. Idiosyncrasy. — This seems to play the most impor- 
tant part in deciding whether a patient shall be affected 
or not, as is the case with so many other powerful drugs. 

5. Anaemia was present in a marked degree in one 
woman, but she was by no means the only anasmic patient 
subjected to the same treatment. 

6. One patient had previously been under mercurial 
treatment, and this was the only case in which I could 
obtain such a history. 
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Date of first symptovis. — The symptoms of poisoning, 
in every case in which they appeared, did so not earlier 
than the fourth day^ or later than the seventh. 

In all cases but one the mercury was at once stopped, 
and Condy^s fluid or carbolic acid substituted on the 
appearance of any diarrhoea, but in spite of this, sufficient 
other special signs of mercurialism appeared during the 
following days to confirm the diagnosis. 

During the use of sublimate douches, therefore, any 
diarrhoea which cannot be accounted for in another way 
should be considered a sufficient cause for suspension of 
the drug. In many cases the diarrhoea has first showed 
itself after the administration of a purge, and has then 
gone on with other signs of mercury. 

The symptoms of poisoning were very constant (see 
Table). 

Diarrhoea, — This occurred in every case but one. It 
was preceded or not by abdominal pain, but was accom- 
panied by no tenderness on pressure.* The stools were 
at first of normal character, the consistence alone being 
altered, and in all the cases but three they remained so 
till the effect of the drug ceased. In these three they 
became slightly dysenteric, at times being of a general 
pink colour, and at others simply streaked with blood. 
In two of the cases there was some tenesmus. 

Vomiting occurred in less than half (five), and nausea 
in one case, without having any relation to the severity 
of the other signs. 

The tongue had a fairly constant appearance. The 
thickened epithelium was detached in irregular spaces, 
causing a well-contrasted red and white aspect. 

Thirst and loss of appetite were generally present. 

Foetor of breath was always well marked and unmis- 
takeable. 

Marked salivation was only present in one case. 

Tenderness of mouth and gums was observed as a rule, 

* In Netzel's case this symptom was present. Post-mortem there was peri- 
tonitis. 
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and in three cases ulcers appeared on tlie inner aspect of 
the cheeky opposite a sharp tooth, SsBtnorrhage from the 
gums occurred in one case. 

Loosening of the teeth occurred in two cases, 

A red line on the gums was always present, generally 
very distinct and differentiated. No blae line was seen. 
(A redness and slight sponginess of the gams existed in 
a large proportion on admission, owing to defective clean- 
liness, but this had a diffuse, ill-defined appearance.) 

Slight eczema of the thighs occurred in one case ; and 
eczema of the anterior abdominal wall, strictly limited to 
the skin over the strias, occurred in another. Lessona 
('Annali di Ostetricia,' November and December, 1884, 
abstracted in ' Centr. f. Gyn.,' No. 34, 1885) describes an 
erythema beginning about the breasts in three of his 
cases, preceding or following salivation. Five or six 
patients under my observation had a similar rash, which 
became general, and assumed various appearances, scarla- 
tinal, measly, &c., but none of them showed any signs of 
mercurialism. As erythemata, generally scarlatiniform, 
are extremely common in puerperal women, Lessona^s cases 
were probably only a coincidence. 

Albuminuria. — The urine in eleven of the cases con- 
tained a trace of albumen, about the eighth day as a rule, 
lasting one or two days, and then disappearing. This 
was two or three days after the douche was stopped. 

I only tested for mercury in two cases, and did not 
find it. I used potassium iodide, which gave no precipi- 
tate. I have since found mercury in all cases in which 
douches have been used, even for one day only, and have 
employed a different method, viz. digesting the urine with 
copper turnings and hydrochloric acid, and then sub- 
liming in a glass tube. It is fairly easy in all cases to 
get metallic globules visible under a 1 in. power by 
scraping the tube with a match. In these cases there is 
not enough mercury to give a precipitate with pot. iod. 

In unaffected cases (and in some already poisoned) 
nitric acid in the cold gives no precipitate us a rule, nor 
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does picric acid^ nor ferrocyanide of potassium and acetic 
acid. 

Probably the mercury combines with any albumen 
excreted^ at the moment the two substances find them- 
selves outside the circulation. This albumen would not 
be recognised, but the mercury with which it combined 
would be dissociated by the action of the copper. I sug- 
gest this because of Keller's statement ; he always found 
albumen where he found mercury. His cases had intra- 
uterine douches with few exceptions ; mine were all vagiual 
only. 

I will not trouble the Society with the details of all the 
cases, but will select two : one a typical specimen of the 
milder form, and the other the case in which death 
occurred, and an autopsy was made. The symptoms and 
dates of their appearance in all the affected cases will be 
found in a Table at the end. 

Case 1.— rPrimipara, set. 28 (No. 13 in Table). Peri- 
naeum torn for J in., cervix slightly fissured to right, left, 
and posteriorly. Had scarlatina when a child. No 
oedema during pregnancy. Urine normal on admission. 
Well till 6th day, when she had some diarrhoea ; bowels 
open five times ; no pain, no sickness, or nausea. Well- 
marked red line ; tongue furred in patches ; breath foul. 
Douche stopped. Condy's fluid used instead. On the 
7th, 8th, and 9th days her symptoms were the same, the 
bowels being open ten times in the three days. 

On the 10th day, the diarrhoea ceased, and the other 
symptoms disappeared by the 12th day, except the red 
line on the gums, which remained on dismissal. 

Trace of albumen 8th day only, on standing. Milk 
and child unaffected. Mean temperature 98*8°; highest 
temp. 99'8°. Fundus at brim on 8th day. Lochia ceased 
on 11th day. 

Case 2. — 3-para, eet. 28 (No. 1 in Table). Perineeum 
intact. Cervix not deeply torn, os transverse. Had 
scarlatina when a child. Has always been in good health. 
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« 

Had some oedema of her legs during whole period of preg- 
nancy. Urine normal up to 5th day. Contained a fair 
quantity (ith) albumen on 16th day (morning of death). 

On 6th day, suffered from slight abdominal pain, and 
passed per vaginam six or seven ounces of blood-stained 
mncus. Ordered ergot 5J, ter die. Bowels open nine times. 

On 7th day, intestinal pain reappeared. She passed 
several more ounces of the same fluid per vaginam, and 
felt better. She was sick, the vomit being very bilious. 
No tenderness of abdomen. Bowels open four times. 

8th day. — Feels welL Mouth and breath rather foul. 
Bowels open five times. Mercurial douche stopped. 

9th day. — Gums tender, breath foul, tongue feels 
swollen and sore. Some salivation, and one or two of 
the teeth are loose. No abdominal pain, tenesmus, or 
dysentery. Bowels open five times. Ordered Tr. Opii 
n\Y, Tr. Perri Perchlor. Tr^viij, Glycerin 3J, Ex. Aq. ^j, 
4tis horis, a.nd Pot. Chlor. (solid) to suck. 

10th day. — Condition much the same. Bowels open once. 

11th day. — Mouth as before, tongue more foul, and grey- 
ish in places, some bleeding from the gums. Face about 
parotid region rather swollen. Bowels open five times. 

12th day.-— Mercurial symptoms in mouth subsiding 
somewhat. Motions rather pink. Bowels open three times. 
(The medicine was not given during the night, owing to 
a mistake.) 

J 3th day. — Sick once in night. Bowels open six times. 
No dysentery or tenesmus. 

14th day. — Milk diminishing. Some more haemorrhage 
from the mouth this morning. Breath foetid, tongue 
grey and dry. Pulse rather jerky. Temperature sub- 
normal on the whole. Bowels open four times. 

15th day. — Can speak and swallow better. Milk ceased. 
No diarrhoea. Opium discontinued 11 a.m., as there was 
a very slight tendency to drowsiness. This continued 
throughout the day, and she objected to being disturbed 
for her food and medicine. She was left alone till the 
following morning, and was sleeping quietly. 
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16th day. — Early this morning her breathing became 
stertorous^ and the nurse could not rouse her. She was 
in a condition exactly like opium-poisonings except that her 
pupils were not at all contracted. They were equal. 
She was easily roused by sprinking with cold water, but 
fell asleep again at once if left to herself. Pupils respond 
to light, about the size of a healthy person's on a dull 
day. She remained in this condition, easily kept awake, 
for five hours, when she began to get more drowsy, and 
could only be roused with difficulty. She became rather 
cyanosed, and her pulse intermitted occasionally from 
collapse of the anterior nares during inspiration, the 
pressure in her thorax becoming negative. 

She died nine hours after the stertor began, becoming 
quite conscious for several minutes before her death, and 
recognising her husband and those around. 

Post-mortem, — In this examination Dr. Boxall kindly 
assisted me. 

The main changes were in the colon and kidneys, and 
there was a small clot in the arachnoid space. 

Brain, — Dura mater abnormally adherent over a large 
area to calvarium, and to pia mater, especially in and 
around great longitudinal fissure. A recent clot the size 
of a five-shilling piece and J inch thick in arachnoid 
space about the upper end of the parieto-occipital fissure 
of the right side, and on the upper surface of the hemi- 
sphere. Source of haemorrhage not found. Vessels and 
brain-substance healthy. 

Alimentary tract. — Tonsils both deeply ulcerated; on 
the mucous membrane of the mouth several shallow ulcers. 
(Esophagus healthy. Stomach, mucous membrane slightly 
red and congested here and there, no ulceration, recent 
or old. Small intestine healthy. Two small intussus- 
ceptions in ileum. Large intestine, all the summits of the 
folds intensely congested, black, and in places sloughing. 
Transverse colon most affected, rectum very slightly. 
Peritoneum healthy but for two firm recent adhesions, 
one the size of a crown-piece on the right margin of the 
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liver^ and the otiier attaching the upper end of thi9 spleen 
to the cardiac end of the stomach. 

Kidneys. — Weight 7^ oz. each^ pale, with a few red 
Malpighian bodies and congested stellate veins. No fatty 
change visible. 

Lungs, — Some tubercle at both apices ; some old adhe- 
sions in pleursd. 

All the other organs were normal. 

None were examined for mercury. No mercury was 
found in Stadtfeldt's case, but this was hardly to be 
expected under the circumstances, viz. only one irriga- 
tion and the lapse of five days before death. None of 
the other fatal cases were investigated in this direction. 

Histology of kichsys, 

Malpighian tufts and capsules. — Slight increase of 
nuclei in the tufts ; amorphous granular matter exuded 
into capsules, which were about double the normal thick- 
ness, and had in most cases lost their epithelial lining. 

Vessels unaltered. No haemorrhages. 

Tubules in a condition of mixed acute, and chronic 
parenchymatous nephritis. Little, if any, fat. Numerous 
colloid casts, none fatty, and no blood. In the straight 
collecting tubes nearly all the epithelium was detached, 
and casts were extremely numerous. 

Interstitial tissue about twice normal thickness, hyaline 
in appearance, very slightly fibrillated, containing nume- 
rous nuclei. 

There were no calcareous deposits in any part of the 
kidneys. These have been found in the shape of nodules 
in the straight and convoluted tubules, and consisted of 
calcium carbonate, effervescing with sulphuric acid, and 
forming crystals of calcium sulphate. Salkowsky and 
Prevost found them in animals which had been experi- 
mentally poisoned, in from eighteen to twenty-eight hours 
after the exhibition of the mercury. The latter found a 
corresponding decalcification of the bones, Dahl (' Oentr, 
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f * Gyn,/ No. 13, 1884, wher-e also will be found the other 
two references) found the same deposit in the kidneys of 
a man who died after taking nitrate of mercury. He found 
similar deposits in Stadtfeldt^s case already referred to. 
Netzel (1. c.*) found them in his case. 

The recorded autopsies in the cases referred to gave 
very similar results to mine, the main changes being in 
the intestines, particularly the colon, and the kidneys. In 
Thorn's, Winter's, and Ziegenspeck's cases only was 
there peritoneal exudation. In a case of Keller's (' Centr. 
f. Gyn.,' No. 32, 1885), where the uterus was excised by 
Miiller's method per vaginam, no change was found in 
the kidneys, but he relies on the marked signs of inflam* 
mation in the ascending colon for confirmation of his 
diagnosis. There were one or two adherent haemorrhages 
on the peritoneum, one very large, between the liver 
and diaphragm. The patient was extremely anaemic to 
begin with. Dol6ris (' Nouv. Arch. d'Obst. et de Gyn.,' 
25 Avril, 1886) noticed slight punctiform ecchymoses in 
the brain, and Ziegenspeck found some in the pericardium 
and pleura. 

The cases of poisoning which occurred in the hospital 
may be divided into two periods. In the first the doncbe 
was of the strength of 1 — 2000 throughout, and five cases 
occurred out of seventy-six treated (6'68 per cent.). In 
the second period the strength was 1 — 2000 for the first 
four days only and 1—4000 afterwards, and nine cases 
occurred out of sixty-seven (13'4 per cent.). I should 
say that the percentage in the first period is only that of 
the cases which were under my observation. It would 
be very much lowered if the whole number from the 
commencement of ose of the sublimate were included. 

Between these periods there is a group of twenty-seven 
cases in which 1 — 2000 was used in the labour-ward once 
only post partum, and 1 — 4000 throughout afterwards. 
In this series there was no case of poisoning. Unfortu- 
nately, however, a death occurred from pyaemia, the only 
septic case fatal during the year. It is a question whether 
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this occnrrence should be considered as showing that 
1 — 4000 is untrustworthy, or that absolute asepticism is 
unattainable in lying-in women. Were it not for this 
death this last-mentioned period contrasts very favourably 
as regards average mean . temperature, average highest 
temperature, uterine involution and duration of lochia, 
with the other two groups. 

1st group (1 — 2000 throughout). — ^Average mean temp. 
99*14°; average highest temp. 100*8^ ; day fundus became 
level with brim 10th. 

2nd group (1 — 2000 first four days, 1^-4000 afterwards). 
— Average mean temp. 98*68°; average highest temp. 
100*5° ; day fundus level with brim 9*9th. 

3rd group (1—4000 throughout) . — ^Average mean temp. 
98*7° ; average highest temp. 99*5° ; day funduslevel with 
brim 9*4th. 

It is impossible to make an exact average statement of 
the duration of the lochia, as some of the women went out 
with the discharge still existing, in almost all the cases 
this being due to idiosyncrasy, but the numbers are as 
follows : 

1st group. — The average of 64 out of the 76 was 11 
days (12 cases went out with lochia present). 

2nd group. — ^Average of 62 out of 67 was 11*8 days (5 
cases went out with discharge present). 

3rd group. — ^Average of all 10*5 days. All ceased 
before dismissal. 

Summarising the mercurial cases in the same way :— • 
Average mean temp. 99*0°; average highest temp. 101*1°; 
fundus level with brim, 10*8th day. Lochia. — ^Aver- 
age of 10 out of 14 was 11 days (4 went out with lochia 
present) . 

During the use of the douche as above described the 
dangerous period has, as far as all these cases go to show, 
expired at the end of the first week at latest, for there 
were no fewer cases poisoned when the strength was 
diminished on the fourth day than when the full strength 
was retained throughout. 
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In all cases the symptoms appeared not later than the 
'seventh day. 

The patient should therefore be very carefully watched 
during this time^ and the mercury at once discontinued 
should any symptoms appear. After the seventh day 
there seems to be no risk. 

It is seen that effects which could only be called slightly 
unpleasant arose if the douche were suspended immediately 
on the appearance of any suspicious symptom. 

Owing to my being comparatively unprepared for mer- 
curialism^ the diarrhoea and pain in the fatal case did not 
immediately suggest the douche as the cause, and they 
went on for two days before the mercury was stopped. 

This was done, however, immediately on the observa- 
tion of foulness of breath and tenderness of mouth. To 
this persistence I attribute the result, but I think it need 
never happen again. 

The cause of death was what I think may be called an 
accumulation of opium owing to defect in the means of 
elimination, viz. the kidneys, and this accounts for the 
gradual and insidious character of the symptoms, which 
appeared fifteen or sixteen hours after the last dose of 
rtu Tr. Opii had been administered. She had 5ss per 
diem altogether for four days. 

In Stadtfeldt, Yohtz, and Thorn's cases the patients 
died in much the same way as my case, i. e. with fairly- 
marked symptoms of opium-poisoning. The two latter 
writers' cases were treated with opium. Thorn's with " large 
doses " (? quantity) ; Vohtz, with opium suppositories, 
and Stadtfeldt says the patient had the '^ usual " drugs 
for diarrhoea and pain. His case also suffered from anuria 
the last two days, and he mentions ursamia as a possible 
cause of death. This also occurred to me as regards my 
own case, as some opium signs were wanting, and the 
condition much resembled the apoplectiform variety of 
uraemia. However, the fact of her having had opium, and 
the condition of the kidneys, account for everything more 
naturally, though the other hypothesis is quite tenable. 



UNDBRGOINa SUBLIMATE IRRIGATION. 297 

and indeed the opium would aid in the production of that 
state. 

The treatment of these eases abroad seems to consist 
mainly in giving opium. Stenger (' Centr. f. Gyn.,' No. 
13, 1884) mentions iii.xx as his dose of Tr. Opii. 

If a patient^s condition be such as to contra-indicate 
in no way the use of mercury as a douche, the most 
important matter, judging from Von HerfE's experiments 
(loc. cit.), is to ensure complete emptying of the cavities 
after irrigation. The kneeling position is evidently not 
enough, as shown by the case observed of retention for 
some hours. As the perinaeum (almost vertical in 
the dorsal position) probably forms the obstacle to free 
outflow, it must either be pressed down so as to be on 
a level with the posterior vaginal wall, or if it be torn 
and stitched and not fit to be pressed back, syphonisation, 
as recommended by Von Herff, is to be employed. Dr. 
Williams thought the glass nozzle of the douche-tube (a 
test-tube shaped nozzle, perforated at the closed end, and 
about four inches long), if left in the vagina for a few 
minutes, while the other movements were performed, 
would secure pretty complete drainage, and in fact a 
variable quantity does drain away through it. Dr. Champ- 
neys depresses the perinadum with the tube held in the 
hand, at the same time pressing the uterus down, at the 
end of irrigation* 

Gustav Braun (loc. cit.) follows the mercurial douche 
with one of distilled water, without removing the tube. 
Von Herflf says that the uterus will always empty itself, 
the sublimate acting as an energetic stimulant to its 
muscular fibres. 

He never uses prophylactic injections at all in normal 
cases, and where he does use them (in cases where the 
hand has been inside the uterus, or when the ovum is 
macerated or decomposed, &c.) he only uses 1 — 5000 or 
1 — 3000 at most. He gives a number of rules (loc. cit.) 
which he says, when followed, will ensure safety. 

Winter {' Centr. f. Gyn.,^ No. 43, 1884) has pretty much 
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the same opinion^ and argues that if 1 — 5000 solution will 
kill anthrax bacilli^ it is quite unnecessary to use a 
slaronger solution against simple septic bacteria^ which 
are not nearly so resistant. He finds that in the Berlin 
University Clinic^ the number of septic cases is not 
increased when a solution of 1 — 5000 is used instead of 
1 — 1000, or 1 — ^2000, and no cases of poisoning have 
occurred. 

These two authors seem to represent the general 
opinion on the Continent. 

The probability is that it is exclusively during the first 
two or three days that the patient is most liable^ under 
ordinary conditions, excluding post-puerperal affections, to 
both septic and mercurial poisoning. The symptoms may 
occur later, but this is the period in which the poison, of 
whatever description, is absorbed. White leg may, or 
may not, be an exception to this rule. I think it would 
be unwise, in lying-in hospitals, to lay down any rule as 
to whether irrigation is or is not absolutely necessary, but 
the results at the General Lying-in Hospital have been 
such as to make the physicians loth to dispense with it. 

The diflSiculty is to hit upon the exact proportion of 
mercury which will ensure safety from sepsis, and not be 
too energetic and carry its action beyond this. 

K it were not for the occurrence of the pyaemic case, 
the period of 1 — 4000 throughout was incomparably more 
successful than either of the others, and it is simply a 
matter of opinion whether this occurrence should be taken 
as a modifying circumstance or should be considered as 
inevitable regarded from the point of view of our present 
knowledge. It must also be remembered that no intra- 
uterine injections were used in this case, so that the 
1 — 4000 hardly had fair play. 

I think, therefore, as far as my experience goes, that 
1—4000 is quite of sufiScient strength for the first four 
days, used twice daily. After that, the strength may 
be diminished still further, or the douche used once daily. 
Immediately before and after labour the 1 — 2000 may still 
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be retained, all the precautions being strictly observed, and 
scrupulous disinfection of the hands of the physician, 
midwife, and all concerned being practised. In all cases 
the constant and unvarying stream obtained from a douche- 
tin raised about three feet above the patient should be 
used in preference to the more or less intermittent flow 
from a syringe. 

In cases already infected, and for curative purposes, 
stronger solutions, 1 — 2000 or even 1 — 1000, may be 
admitted, either as vaginal or intra-uterine, but, of course, 
should always be administered with the greatest caution 
and by the physician himself. 

Treatment. — In cases which are carefully watched, and 
the first symptoms observed and acted on, there is little 
need of treatment. Bismuth alone was quite satisfactory 
in its action, and cases, as far as my observations go, 
never require opium, which has proved itself a most 
dangerous drug in all the occasions on which it has been 
used, and nothing more or less could have been expected. 

Cases like Stadtfeldt^s and Yohtz^s are quite out of 
the ordinary run {i. e. symptoms appearing during the 
first douche), and treatment seems to have no effect what- 
ever in such circumstances. 

I append a table, with symptoms and their dates of 
appearance in all the cases, and a list of authors referred 
to, with the places where their contributions will be found. 

It was suggested that I should look up the prevailing 
meteorological conditions during the period in each case, 
between labour and the first appearance of symptoms. 

The state of the barometer seems to have had no 
constant relation, as does that of the thermometer, except 
that on four occasions it fell suddenly 7° to 8° the day 
before mercurialism showed itself. 

The relation the wind's direction had was, however, 
well marked, and was more constant- than can be ascribed 
to mere coincidence. During the several periods into 
which the several cases are congregated (in point of time), 
the wind was either prevailing west-south-west or south- 
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west; generally the latter. In the interreni^if free 
periods the wind was about the norths either north-west 
or north-east^ perhaps going round to the east.'f This 
arrangement is rather marked in a case which was isolated 
by a month's free period on each side. In the month 
before, the wind was north-east or north-west; in the 
month after, it was east or north. During the period 
between the labour and appearance of symptoms it was 
due west. 

It should be mentioned that there was a week of south- 
west in the beginning of October in which no case 
occurred. 

A table of barometer, thermometer, and wind condi- 
tions is appended. 



Stadtfeldt. Centr. fur jGrynak., No. 7, 1884, and Centr. 
fur Gynak., No. 18, 1884. 

Stenger. Centr. fiir Gynak., No. 13, 1884. 

Dahl. Centr. fiir Gynak., No. 13, 1884. 

Lomer. Centr. fiir Gynak., No. 14, 1884. 

Winter. Centr. fiir Gynak., Nos. 28 and 43, 18M. 

Vohtz. Centr. fiir Gynak., No. 31, 1884. / 

Partridge. New York Med. Journal, p. 711, 1884. 

Thorn. Samml. klin. Vortrage, No. 250. 

Keller. Arohiv f. Gynak., Band xxvi. Heft 1. 

Lessona. Annali di Ostetricia, Novettber, 1884 
(abstracted in Centr. f. Gyn., No. 34, 1885). '^' 

Von Herff. Archiv fiir Gyn. Band xxv. Heft 3 (ab- 
stracted in Centr. f. Gyn., No. '48, 1885)^ 

Doleris. Nouvelles Archives d'Obstet. et de Gyn., 
26 Sep., 1886 (in Butte's article). 

Ziegenspeck. Centr. f. Gynak., No. 34, 1886. 

Netzel (of Stockholm). Nord Med. Arkiv, Bd. xvii, 
Heft 2. 

Braun (Gustav). Wien. med. Wochensch., Nos. 21 — 24, 
1886. 

Eoffmeier. Ann. de Gyn., T. xxii, p. 155, 1884. 
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Dr. BoxALL said that with reference to the first case quoted 
by Dr. Dakin, the serious symptoms which occurred during the 
administration of a sublimate douche were probably not the result 
of mercurialism p^ se but of shock to the system. This was 
brought about by the sudden passage of foreign material into the 
blood stream through the uterine sinuses. In the maternity 
department of XJniyersity College Hospital some years ago a 
woman died suddenly after an intra-uterine injection of carbolic 
solution. The patient was immediately seized with serious sym- 
ptoms and died in a few minutes. Dr. Dakin had at first failed 
to obtain albumen with heat and nitric acid, when, in addition to 
albumen, mercury was present in the urine. This failure the 
author of the paper attributed to a formation of albuminate of 
mercury. He wished to point out that though albuminate of 
mercury is soluble in excess of albumen, all the albumen is thrown 
down by heat and nitric acid. The only explanation he could 
offer was that albumen must have been present in too small a 
quantity to redissolve the precipitate at first formed. This pre- 
cipitate, falling to the bottom of the specimen glass, would escape 
detection unless the urine were shaken up before the application 
of the test. As one of Dr. Dakin's more immediate predecessors 
at the G-eneral Lying-in Hospital he was afforded an excellent 
opportunity of observing the results obtained by carbolic acid and 
permanganate of potash compared with corrosive sublimate as 
an antiseptic agent. He drew the. attention of the Society to 
a table representing the morbility among all the patients admitted 
to hospital during a period of sixteen months ending December, 
1884. During the first half of this period carbolic acid and 
permanganate of potash were employed, and during the latter 
half corrosive sublimate. Though a steady decline was visible, 
mainly as the result of better nursing during the carbolic and 
Gondy era, a very marked improvement followed the introduction 
of perchloride of mercury • This improvement was most strikingly 
manifest as regards pyemia, septicsBmia, and local pelvic mischief, 
which, since the introduction of sublimate, had been almost 
entirely eliminated from the causes of fever. At the same time 
pyrexia attributable to other causes had also showed a steady 
decline though not in so marked a degree. The sublimate solu- 
tion then in use was 1 in 2000 both before and after labour in 
the delivery rooms and also in the lying-in wards. Among 240 
patients delivered during this sublimate era but three cases of 
mercurialism occurred, and, moreover, compared with those 
related by Dr. Dakin, the symptoms were very slight. Again, his 
experience as physician to the same hospital during the past five 
months was altogether at variance with that of Dr. Dakin. For 
though ten cases of mercurialism have occurred among 105 deli* 
veries the symptoms have, as before, been very slight despite the 
fact that the solution (1 in 1000) at present employed immedi* 
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ately after labour, when doubtless absorption would be most 
liable to occur, is double the strength of that originally used. 
Though entirely agreeing with Dr. Dakin on several points, he 
was compelled to look upon the cases related by him as those of 
severe mercurialism, the cause of which does not appear to be 
satisfactorily explained. However, he desired to point out, as 
being a matter of practical importance, that the solution origin- 
ally employed became deteriorated in strength by the alkalinity 
of the London water. It was his practice to make a concentrated 
aqueous solution which might stand by for weeks, and from this 
to prepare the solution for immediate use in the wards, instead 
of making it directly from the glycerine solution as delivered 
from the chemist. This precipitation, which occurred on standing, 
might be entirely prevented by the addition of a small quantity 
of acid, sufficient to neutralize the alkalinity of the water. Dilute 
hydrochloric acid (B. P.) in the proportion of 5iv to 3j of solid 
sublimate (which would give no more than TT\j in Jiv of 1 in 1000 
solntion) appeared to be quite sufficient to effect this purpose 
and to maintain the strength of the standard solution. 

Dr. William Duncan wished to know whether precautions 
were always taken, after using the perchloride douche, to empty 
the vagina, either by pulling back the perinsdum or (in those cases 
where the' perinseum was sutured) by allowing all fluid to drain 
away through the vaginal pipe after the tubing had been removed. 
He had always adopted this precaution and had never yet met 
with a case of mercurialism after injection. He also thought 
that there was more likelihood of poisoning in cases where the 
mucous membrane of the vagina was extensively denuded, and in 
hot weather. 

Dr. John Phillips had gathered from Dr. Dakin's paper that 
eight deaths were due to intra-uterine injection and three to 
absorption through laceration of the perinsBum. He thought the 
question as to the right or wrong of intra-uterine injections was 
still Bubjudiee ; as regards the vaginal injections, while there was 
no laceration the use of the solution might be safe, not otherwise. 
Moreover, it had been stated on very good grounds that a chemical 
decomposition took place on a wounded surface, albuminate of 
mercury being formed, which was almost inert. He had made it 
his practice to use a 1 in 2000 solution to dip the whole hand 
into before each examination. Dr. Phillips also asked Dr. Dakin 
if any colouring matter was usually added to distinguish the 
solution. He had been accustomed to add sufficient Utmus to 
produce a pale purple colour. 

Dr. Matthews Duncan recognised the supreme importance 
of the subject now brought before the Society in a valuable con- 
tribution. He remembered well the wonderful diminution of 
morbility in the Edinburgh Maternity Hospital when antiseptic 
treatment by carbolic acid was introduced there. Now he had 
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no maternity hospital unfortunately but only the experience 
acquired in home practice and in consultations. Nothing in the 
history of midwifery could show such beneficent results in prac- 
tice as antiseptics ; and the importance of details was shown by 
Dr. Boxall's table of the results in the Tork Eoad Hospital, a 
gradual and very large diminution of morbility as the antiseptic 
was changed from Condy's fluid to carbolic acid and from that 
to corrosive sublimate, from first to last a diminution of more 
than 30 per cent. The paper showed us one of the dangers of 
mercurial antiseptics, and he would remark that he would not 
be satisfied with care taken afber the mercurial poisoning began. 
Such care might be too late ; and, moreover, however successful 
such cases, evil was already done. In consequence, he confined 
the use of corrosive sublimate to one application or an occasional 
application, using carbolic acid for the continuous antiseptic 
washings. He had not seen hydrargyrismus when the antiseptic 
was used in this way. Great care must be taken to leave no 
pool of the solution inside the patient. This is especially neces- 
sary when there occurred what had been called ballooning of the 
vagina. In passing he would remark that such ballooning 
occurred apart from delivery as readily as after delivery, and was 
not accounted for by the condition of the perinaeum but rather 
by the state of intra-abdominal pressure. 

Dr. Fabamobe ventured to invite the attention of the President 
and Fellows to alcohol as an antiseptic in the lying-in room. He 
was a great believer in antiseptic midwifery, but he thought as 
the uses of carbolic acid and bichloride of mercury were not 
without risk that alcohol might be given a fair trial as an injec- 
tion both during and after labour. He spoke favourably of the 
napkins which are ordinarily used after delivery being soaked with 
alcohol. 

Dr. Q-BAiLT Hewitt considered the facts and observations now 
brought before the Society in the paper of Dr. Dakin and in the 
communication by Dr. Boxall as of great scientific value and 
importance. It need hardly be pointed out, however, that the 
practice of midwifery in private and in a lying-in hospital could 
not be looked at as identical so far as necessity for frequent use 
of antiseptic injections was concerned. He was anxious to insist 
upon this, for he felt assured that if it went abroad that the 
internal injection of a dangerous antiseptic such as corrosive 
sublimate was, in the opinion of this Society, essential to the 
safety of the lying-in patient it would be the cause of infinite 
mischief. No doubt in a lying-in hospital extreme precautionary 
measures were justifiable, but in private practice less dangerous 
materials could be employed and the frequent use of injections 
could not be held to be necessary. 

Dr. BoQEBB said that the case of sudden death from injecting 
a solution of carbolic acid into the uterus mentioned by a pre- 
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ceding speaker reminded him of one that had occurred at the 
Samaritan Hospital. The case was not a puerperal one bat one of 
fibroid enlargement of the uterus with monorrhagia. The cervix 
had been well dilated ; a strong solution of iodine was injected into 
the uterus ; immediately the patient cried out with violent pain 
and died almost instantaneously. At the post-mortem no sign 
of the solution (the usual one frequently used) haying passed 
into the veins or Fallopian tubes could be discovered ; the body of 
the uterus only was stained. Dr. Sogers had never used for injec- 
tion into the uterus either carbolic acid or bichloride of mercury ; 
he had always continued the injection of tincture of iodine and 
water, one or two drachms to the pint, and he had never seen or 
known any bad result. 

Dr. Champnets said that while agreeing with much that had 
been said by Dr. Matthews Duncan and Dr. Oraily Hewitt, he 
feared that, so far from promoting the practice of sublimate irri- 
gation, the present discussion might hamper those who rightly 
wished to use it in suitable cases. Private practice and hospital 

Eractice differed no doubt in one respect, namely, that while in 
oth cases the patient required protection from infection by 
the accoucheur and nurse, in hospital practice she also required 
protection from other patients. In hospital practice we had to 
balance the risk of sepsis against the risk of mercurialism, and 
he (Dr. Champneys) unhesitatingly embraced the latter. During 
the five years which Dr. John Williams and he had charge of 
the G-eneral Lying-in Hospital their total mortality from all 
causes had amounted to seven per thousand, and in the face of 
these results he cheerfully accepted the responsibility of the risk 
of mercurialism by routine post-partum irrigation with corrosive 
sublimate. In private practice the one important thing was 
antiseptic cleanliness of the hands, and he believed that if 
accoucheurs kept their hands soaked during a labour in solution 
of corrosive sublimate in water or glycerine, puerperal fever would 

Sractically be banished. As regards sublimate irrigations after 
elivery in private, he now reserved them for cases which were 
specially liable to infection, — cases of operation or manual delivery 
of the placenta. In these he did not hesitate to wash out the 
uterus (if entered by the hand) or vagina with corrosive sublimate, 
1 in 2000 or 1 in 1000, but did not usually repeat the sublimate, 
preferring to leave one of Ehrendorfer's bougies of iodoform in 
the uterus. These take three days to melt and keep the parts 
constantly irrigated with iodoform. In simple cases in private he 
used permanganate of potash after delivery. 

Dr. D atttw , in reply, thanked those Fellows who had made 
remarks, and especially Dr. Boxall for his information as to the 
present mode of use of sublimate at the G-eneral Lying-in Hospital, 
lorhis table showing the briUiant results foUowingthe employment 
ot* that drug, and his observations on cases of mercurialism which 
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had recently occurred there. He said he had since tested urines 
from cases douched with perchloride and had found a minute 
trace of albumen in nearly all, including that of women who had 
no symptoms. He was quite ready to accept Dr. Boxall's expla- 
nation of the larger percentage of cases occurring at the time 
they did. In reply to Dr. M. Duncan, he said the nurses diluted 
the stock solution. No laceration of the vagina that could be 
felt existed in any of the cases, but no ocular inspection of the 
interior of the vagina was made, and as regards the weather he 
had appended a table showing the variations, which, however, 
threw little or no light on the subject. His own cases had all 
occurred in cold weather. Dr. BoxaJl's in hot. In answer to 
Dr. Phillips, the solution of sublimate was not coloured but 
eucalyptus oil was added. To the President he answered that 
the percentage of morbility remained quite as low as the test 
figures in Dr. Boxall's table. 
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Dysmenorrhcea, cystic ovaries removed for (Wiliam Duncan) . 211 

» 

Elasticity, retraction, and polarity of the uterus (Matthews 

Duncan) . . . . . . 115 

MectioiM of New Fellows . 1, 37, 65, 83, 113, 137, 169, 205, 239 

Epithelium, ciliated, drawings of microscopical sections of 

uterine polypus showing (H. G^rvis) . . . 240 

Expansion, contraction, and inhibition of the^ut^rus (Matthews 

Duncan) • • . . . .91 

Extra-uterine gestation, foetus and placenta of, removed by 

abdominal section (G. E. Herman) . . . 141 

— gastrotomy in a case of, in which the placenta never 
came away (James Braithwaite) . . .33 

Fallopian tube, malformations of (Alban Doran) . . 171 

papilloma of the, and the relation of hydroperitoneum to 

tubal disease (Alban Doran) . . . 229 

tuberculosis of (W. S. A. Griffith) . . .66 

Fellows, see lAsti, Election. 

Fibroid, see TStmowrs (fibroid). 

Fibromyomata, multiple, complicating a tyfin pregnancy (John 
PhilUps) . . . . . .138 

FoBtation, see Pregnancy, 

Foetus and placenta of extra-uterine gestation removed by ab- 
dominal section (G. E. Herman) ., , . . 141 

from a ruptured tubal gestation (A. H. N. Lewers) . 207 

Fungating papillomata of both ovaries (J. Knowsley Thornton) 38 

Galabin (A. L.), cancer (P) of body of uterus removed by enu- 
cleation, microscopic section (shown) .. • . « 4 
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Galabin (A. L.), myxo-fibroma of cervix uteri in a g^irl aged 

seYenteen (shown) . • . . . 178 

retroperitoneal cyst associated with solid malignant (P) 

intracystic gprowth (shown) . . . . .179 

Bemarhs in reply ..... 180 

^— in discussion on G. B. Herman's paper on the pro- 
duction of the shape of the oblique pelvis of Na^^le • 24 

— — ^ in discussion on Matthews Duncan's paper on con- 
traction, inhibition, and expansion of the uterus . 103 

' — in discussion in Matthews Duncan's paper on elas- 
ticity, retraction, and polarity of the uterus . . 126 

— — in discussion on G. E. Herman's note on one of the 
causes of difficulty in turning, with remarks on the prac- 
tice of amputating the procident arm . . . 155 

— in discussion on G. £. Herman's paper on a case of 

chronic abscess of the female urethra . , . 186 

in discussion on P. H. Ohampneys' observations on 

the uterine bruit ..... 2(^2 

— - — in discussion on J. G. Swayne's and R. Oox's papers 

on cases of rupture of the uterus . . . 227 
in discussion on P. H. Ohampneys' paper on the ob- 
stetrics of the kyphotic pelvis . . . 264 
Report as Treasurer for 1885 . . .48 



G^trotomy in a case of extra-uterine gestation in which the 

placenta never came away (James Braithwaite) . . 33 

Gebyis (Henry), drawings of microscopical sections of a uterine 

polypus showing ciliated epithelium . . ' . 240 

-^— Benuvrka in discussion on A. H. N. Lewers' paper on a 

case of circumscribed sarcoma of the vagina and uterus . 81 
_ ...— . in discussion on G. E. Herman's paper on a case of 

chronic abscess of the female urethra . . . 186 
— in discussion on F. H. Ohampneys' observations on 



the uterine bruit ..... 201 
— -«— in discussion on Alban Doran's paper on papilloma 
of the Fallopian tube and the relation of hydroperitoneum 
to tubal disease ..... 246 
Gestation, see Pregnomcy. 

Godson (Olement), monster (shown) . . .68 

— — ^ Bema/rka in discussion on J. Knowsley Thornton's paper 

on a case of removal of both ovaries during pregnancy . 47 
Graafian follicle, ruptured, hematocele from (William Dun- 
can) ...... 210 
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Gbiffith (W. S. a.), Report on specimen of gestation in one 
horn of a uterus bicomis unicollis, slio?m by H. Campbell 
Pope . . . . . .72 

myxo-carcinoma of abdominal wall and ovaries (sbown) . 180 

Naegele pelvis (shown) . . . .83 

notes of a specimen of the oblique pelvis of Naegele 

(shown) . . . . • .84 

sarcoma of vagina and uterus ; secondary deposits in the 

lungs (shown) • . . . .38 

tuberculosis of Fallopian tube (shown) . .66 

— and H.' Campbell Pope, notes of a case of gestation in 

one horn of a uterus bicomis unicollis (shown) . . 70 

Bema/rhs in discussion on Lovell Drage's case of rupture 

of the uterus . . . . . . 4r 

— in discussion on A. L. Galabin's specimen of cancer 

(P) of the body of uterus removed by enucleation . 6 

— in discussion on G. E. Herman's paper on the pro- 
duction of the shape of the oblique pelvis of Naegele . 29 

in discussion on Matthews Duncan's paper on con- 
traction, inhibition, and expansion of the uterus . 107 

— in discussion on F. H. Daly's specimen of tumour 

expelled from the uterus after delivery . . 171 

— — in discussion on G. £. Herman's paper on a case of 

chronic abscess of the female urethra . . . 187 

in discussion on F. H. Champneys' observations on 



the uterine bruit ..... 203 

— -— ^ in discussion on H. Gervis's drawings of microscopical 
sections of a uterine polypus showing ciliated epithelium . 243 

HsBmatocele from ruptured Graafian follicle (William Duncan) 210 
Hsemato-salpinx complicating ovarian tumour (John Phillips) 89 
Hanbfield- Jones (M.), BemarJcs in discussion on A. H. N. 
Lewers' paper on a case of circumscribed sarcoma of the 
vagina and uterus . . . . .82 

— ■ in discussion on Matthews Duncan's paper on elas- 
ticity, retraction, and polarity of the uterus . . 126 

■ — in discussion on John Phillips' specimen of multiple 

fibro-myomata complicating a tvdn pregnancy . . 141 

— in discussion on P. H. Champneys' note on the arti- 
ficial production of so-called lymphatic vanx . . 149 

_ in discussion on John Phillips' paper on four cases 

of spurious hermaphroditism in one fiEimily . 167 
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Handfield-Jones (M.)) in discussion G. E. Herman's paper 

on a case of chronic abscess of the female urethra . 187 

»— — ^ in discussion on F. H. Ghampneys' observations on 

the uterine bruit ..... 202 
Herman (G. E.)> Report on specimen of gestation in one horn 

of a uterus bicomis unicollis, shown by H. Campbell Pope 72 
foetus and placenta of extra-uterine gestation removed by 

abdominal section (shown) .... 141 

B&mofrks in reply ..... 143 

— — on the production of the shape of the oblique pelvis of 

Naegele . . . . . .6 

Bemarha in reply . . . . .30 

note on one of the causes of difficulty in turning, with 

remarks on the practice of amputating the procident arm 150 
■^— Bema/rhs in reply ..... 166 
— - case of chronic abscess of the female urethra . . 181 
case of lupous stricture and atresia of the female 

urethra ...... 267 

BeTruMrhs in reply ..... 271 

— Bemarha in discussion on Lovell Drage's case of rupture 

of the uterus . . . . .3 

in discussion on W. S. A. Griffith's specimen of the 

obHque pelvis of Naegele . • . .88 
in discussion on Matthew Duncan's paper on con- 
traction, inhibition, and expansion of the uterus . 105 

— in discussion on G. Coates's paper on a case of labour 

in a primipara suffering from mitral stenosis . . 110 

— — ' — in discussion on P. H. Champneys' note on the arti- 
ficial production of so-called lymphatic varix . . 148 

i..... in discussion on P. H. Daly's specimen of tumour 

expelled from the uterus after delivery . . . 171 

— in discussion on P. H. Champneys' observations on 

the uterine bruit ..... 201 

— ■:: in discussion on William Duncan's specimen of cystic 

ovaries removed for dysmenorrhoea . . , 211 

— — in discussion on P. H. Champneys' paper on the 

obstetrics of the k3rphotic pelvis . . . 265 

Hermaphroditism, spurious, four cases of, in one fajnily (John 

PhiUips) . . . . . .158 

Hewitt (Graily), Bemarhs in discussion on James Braith- 
waite's paper on a case of gastrotomy for extra-uterine 
gestation in which the placenta never came away 35 
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Hewitt (Graily), Bema/rka in discussion on Matthews Duncan's 

paper on contraction, inhibition, and expansion of the uterus 104 

in discussion on W. B. Dakin's paper on mercurialism 

in Ijing-in women undergoing auWmate irrigation . 305 

Hicks (J. Braxton), Bema/rhs in discussion on James Braith- 
waite's paper on a case of gastrotomy for extra-uterine 
gestation in which the placenta never came away . 34 

— in discussion on Matthews Duncan's paper on con- 
traction, inhibition, and expansion of the uterus . 107 

in discussion on William Duncan's specimen of 

cystic ovaries removed for dysmenorrhoea ; • 212 

in discussion on J. G. Swayne's and R. Cox's papers 

on cases of rupture of the uterus . . . . 226 

HoBBOCKS (F.)> microscopic sections of cancer of the neck of 

the uterus (shown) . .. ., . • 240 

BemarTcB in discussion on A. H. N. Lewers' paper on a 

case of circumscribed sarcoma of the vagina and uterus . 81 

in discussion on John Phillips' specimen of hssmato- 

salpinx complicating ovarian tumour . . .90 

, — in discussion on Matthews Duncan's paper on con- 
traction, inhibition, and expansion of the uterus. . 104 

in discussion on Matthews Duncan's paper on elasti- 
city, retraction, and polarity of the uterus . . 127 

in discussion on J. G. Swayne's and B. Cox's papers 

on cases of rupture of the uterus . . . 226 

— in discussion on Alban Doran's paper on papilloma 

of the Fallopian tube and the relation of hydroperitoneum 

to tubal disease ..... 245 

— — ~ in discussion on G. E. Herman's paper on lupous 

stricture and atresia of the female urethra . . 271 

Hydroperitoneum, the relation of, to tubal disease (Alban 

Doran) . . . . . .229 

Incomplete pericardial sac ; escape of heart into pleural cavity 

(R. Boxall). . ... . .209 

Inhibition, contraction, and expansion of t]^e uterus (Matthews 

Duncan) . . . . . .91 

Irrigation, sublimate, mercurialism in lying-in women under- 
going (W. R. Dakin) . . . .281 

• • • 

JoNBS (Philip W.), Bemarhs in discussion on J. G. Swayne's 

and R. Cox's papers on cases, of rupture of the uterus . 228 
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Jones, Thomas Derry, L.B.O.P.Ed., of Islington, obituary notice 



67 



K3rpliotic pelvis, on the obstetrics of (F. H. Champneys) . 253 

Labour, see Partwrition. 

Lanchester, Henry Thomas, M.D., of Croydon, obituary notice 

of . . . . . .57 

Lbwebs (A. H. N.), foetus from a ruptured tubal gestation 

(shown) ...... 207 

microscopic sections of uterus removed for cancer (shown) 206 

uterus removed entire for primary malignant disease of 

the body (shown) . . . . .67 
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case of circumscribed sarcoma of the vagina and uterus 
Bemarica in reply . 



Lid of Officers elected for 1886 
of ditto for 1887 

— of^paet Presidente . 

— ofBeferees ofPtxperefor 1887. 

of Standing Committeee 

of Honorary Local Secretaries, 

of Honorary Fellows. 

— of Correspondvng Fellows 
of Ordinary Fellows. 



of Deceased Fellows [with obituary notices, which see] 67 — 61 

Lungs, secondary deposits in the, in a case of sarcoma of vagina 

and uterus (W. S. A. Griffith) . . . .38 

Lupous stricture and atresia of the female urethra (G. E. Her- 
man) ...... 267 

Lymphatic variz, note on the artificial production of so-called 

(F. H. Champneys) . . . . .144 



Malcolm (J. D.)i for /. Knowsley Thornton, ovaries and tubes 

from case of persistent chronic ovaritis (shown) . . 278 

Malformation, child with deformed hand and foot (John 

PhilUps) . . . . .89 

— ^- dicephalous monstrosity (John Phillips) . . 278 

Malformations of the Fallopian tube ( Alban Doran) . . 171 

Malignant disease, primary, uterus removed entire for (A. H. N. 

Lowers) . . . . . .67 

Mercurialism in lying-in women undergoing sublimate irriga- 
tion (W. E. Dakin) . . . .281 
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Mitral etenosis, case of labour in a primipara suffering from 

(G. Ooates). . . . . .108 

Monster (0. Godson) . . . .68 

— dissection of (D'Arcy Power). . , .68 
Monstrosity, dicephalous (John Phillips) . . . 278 
Muscles of the female pelvis and perinsBum, dissection of the 

(AlbanDoran) ..... 274 

Myzo-fibroma of cervix uteri in a girl aged seventeen (A. L. 

Gkdabin) ...... 178 

Myxo-carcinoma of abdominal walls and ovaries (W. S. A. 

Griffith) . . . . . .180 

Naegele, on the production of the shape of the oblique pelvis 

of (G. E. Herman) . • • . .6 

pelvis (W. S. A. Griffith) . . , .83 

oblique (W. S. A. Griffith) . . .84 

Obituary notices of deceased Fellows. 

Lanchester, Henry Thomas, M.D., Croydon. . . 57 

Jones, Thomas Derry, L.R.O.F.Ed., Islington . . 57 

Braithwaite, William, M.D., Leeds . . .57 

Gell, Thomas Sylvester, M.D., Queensland . 58 

Stone, Joseph, M.D., Manchester . . .58 

Eaton, John Chamberlain, M.It.C.S., Ancaster . . 58 

Aldersey, William Hugh, P.R.C.S., Surbiton . . 58 

Bunny, Joseph, M.D., Newbury . . .58 

Brown, George Dransfield, M.B.C.S., Ealing . . 58 

Clarke, William Michell, M.R.C.S., Clifton . . 58 

Smith, William Johnson, M.D., Weymouth . . 59 

Thorbum, John, MJ)., Manchester . . .59 

Obstetrics of the kyphotic pelvis (F. H. Champneys) . 253 

Ovarian tumour with heematosalpinz (John Phillips) . 89 

Ovaries, case of removal of both, during pregnancy (J. Enows- 

ley Thornton) . • . . .41 
cystic, removed for dysmenorrhosa (William Duncan) • 211 

— f ungating papillomata of both (J. Knowsley Thornton) • 88 

myxo-carcinoma of abdominal walls and ( W. S. A. Griffith) 180 

—— and tubes from case of persistent chronic ovaritis (J. D. 

Malcolm) ...... 278 

Ovaritis, ovaries and tubes from case of persistent chronic (J. 

D.Malcolm) . . . . .278 

Ovum, bHghted (John PhiUips) . . . • 209 
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Papilloma of the FaUopian tube and tte relation of bydro- 

peritoneum to tubal- disease (Alban Doran) . . 229 

Fapillomata, fungating, of both ovaries (J. Knowsley Thornton) 38 
Faramobb (B), Bemarka in discussion on W. B. Dakin's paper 

on mercuriaUsm in lying-in women undergoing sublimate 

irrigation . . . .. . . 305 

Farturition, see Placenta, 

in a primipara suffering from mitral stenosis (G. Ooates) 108 

note on one of the causes of difficulty in turning, with 

remarks on the practice of amputating the proeident arm 

(G. E. Herman) • . . * • . . 150 

scale for calculating onset of (W. S. Playfair) . . 68 

— tumour exx>elled from the uterus after (P. H. Daly) . 170 

^— uteri at the onset of labour and after deHvery, sections of 

(A. H.P.Barbour).. . . . .73 

Pellets of corrosive sublimate (P. H. Ohampneys) . . 66 

Pelvis, female, and perinsum, dissection of the muscles of 

(Alban Doran) ..... 274 

Kyphotic, on the obstetrics of (P. H. Ohampneys) . 253 

Naegele (W. S. A. Griffith) . . . .83 

oblique, of Naegele (W. S. A. Griffith) . . .84 

of Naegele, on the production of the shape of the 

(G. E. Herman) . . . . .6 

Pericardial sac, incomplete ; escape of heart into pleural cavity 

(B. Boxall) . . . . .209 

pEBiaAL (A.), Bemarke in. discussion on Matthews Duncan's 

paper on elasticity, retraction, and polarity of the uterus . 129 
Perimetritis, case of serous (Amand Bouth) . . 131 

Perinffium and female pelvis, dissection of the muscles of 

(Alban Doran) . . . . . 274 

Phillips (John) for W. 8. Playfa^ar, heemato-salpinx complicating 

ovarian tumour (shown) . . .89 
blighted ovum (shown) .... 209 

ease of dieephalous. monstrosity (shown) • . 278 

- child with deformed hand and foot (shown) . . 89 

- four cases of spurious h^maphroditism in. one family . 158 

- Bemarha in reply ..... 167 

- multiple fibromyomata complicating a twin pregnancy 
(shown) . •. . . . . 138 

- BemarJcs in reply ..... 141 

in discussion on P. H. .Ohampneys' observations on 

the uterine bruit .. • . « • . 202 
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Phillips (John), Bema/rhs in discussion onW. B.Dakia's paper 
on mercnrialism in lying-in women undergoing sublimate 
irrigation . . . , . . 304 

Placenta never came away, case of gastrotomy for extra- 
uterine gestation in which the (James Braithwaite) . 33 

and foetus of extra-uterine gestation removed by abdo- 
minal section (G. E. Herman) . . . 141 

Playfaib (W. S.), see Phillipa, 

scale for calculating onset of labour (shown) . . 68 

Polarity, elasticity, and retraction of the uterus (Matthews 

Duncan) ...... 115 

Polypus, uterine, drawings of microscopical sections of, show- 
ing ciliated epithelium (H. Gervis) . b . 240 

Pope (H. Campbell) and W. S. A. Gsitfith, notes of a case of 

gestation in one horn of a uterus bicomis unicollis (shown) 70 

PowEB (D'Arcy), dissection of monster . . .68 

Pregnancy, case of removal of both ovaries during (J. Knows- 

ley Thornton) . ... . .41 

extra-uterine, gastrotomy in a case of, in which the 

placenta never came away (James Braithwaite) . 83 

fcBtus from a ruptured tubal (A. H, N. Lewers) . . 207 

. and placenta of extra-uterine, removed by abdominal 

section (G. £. Herman) .... 141 

notes of a case of gestation in one horn of a uterus bicomis 

unicoUis (H. Campbell Pope and W. S. A. Griffith) . 70 

twin, multiple fibromyomata complicating a (John Phillips) 138 

Primipara, case of labour in a, suffering from mitral stenosis 

(G. Coates) . . . . .108 



ReceipU cmd EoBpen&itv/re of the Society . . .48 

Bemoval of both ovaries during pregnancy, case of (J. Knows- 

ley Thornton) . . . .41 

Beport (audited) of the Measurer for 1S8S. . . , 48 

of the H<m, Librarian for ISSS . . .49 

of the Chairman, of the Boa/rdfor the Examination of Mid- 

vnvee ...... 

of CommiUee on a specimen of gestation in one horn of a 

uterus Meomis wnicollis, shown by H. Campbell Pope, March 

3rd, 1886 . . . . . .72 

Betraction, elasticity, and polarity of the uterus (Matthews 

Duncan) ...... 115 
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Betroperitoneal oyst associated with soUd malignant (P) intra- 

oystic growth (A. L. Galabin) . . . 179 

BOGBBS (W. !B.)> Bema/rks in discnssion on W. B. Dakin's 
paper on mercurialism in lying-in women undergoing 
sublimate irrigation . . . • 305 

BOPBB ((George), Bema/rka in discussion on Matthews Duncan's 

paper on contraction, inhibition^ and expansion of the uterus 105 

_ in discussion on Matthews Duncan's paper on elasti- 
city, retraction, and polarity of the uterus . • 129 

BoxTTH (Amand), case of serous perimetritis . 131 

— Benuvrhs in^ discussion on F. H. Champneys' observations 

on the uterine bruit ..... 203 

BoiTTH (0. H. F.), Bemwhs in discussion on J. Knowsley 
Thornton's paper on a ease of removal of both ovaries 
during pregnancy . . . . .46 

in discussion on A. H. N. Lewers' paper on a case of 

circumscribed sarcoma of the vagina and uterus. . 82 

in discussion on J. G. Swayne's and B. Cox's papers 

on cases of rupture of the uterus . . . 227 

' in discussion on Alban Doran's paper on papilloma 



of the Fallopian tube, and the relation of hydroperitoneum 

to tubal disease ..... 243 

— in discussion on G. E. Herman's paper on lupous 

stricture and atresia of the female urethra . 271 

Bupture of the uterus (Lovell Drage) . . .2 

(B. Oox) . . . .225 

cases of (J. G. Swayne) . . . • 213 

Sarcoma, circumscribed, of the vagina and uterus (A. H. N. 

Lewers) . . . . . .78 

— of vagina and uterus, secondary deposits in the lungs (W. 

S. A. Griffith) . . . . .38 

Scale for calculating onset of labour (W. S. Playfair) . 68 

Serous perimetritis, case of (Amand Bouth) . . 131 

Sloan (Samuel), graduated metallic uterine dilators (shown) . 114 
'^—Bema/rka in reply ..... 114 

— in discussion on Matthews Duncan's paper on elas- 
ticity, retraction, and polarity of the uterus . . 128 
Smith (Fly) see Ghampneya. 
Smith (Hey wood), resolution of the Council on the conduct of, 

in the Armstrong case . . . .1 

Smith, William Johnson^ M.D., of Weymouth, obituary notice of 59 
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Spurious liermapliroditism, four oases of, in one family (John 

Phillips) ... ... 158 

Stenosis, mitral, case of labour in a primipara suffering from 

(G. Ooates) . . . . .108 

Stricture, lupous, and atresia of the female urethra (G. E. 

Herman) . . . . . . 267 

Sublimate, corrosive, pellets of (F. H. Champneys) . . 66 

irrigation, mercurialism in lying-in women undergoing 

(W. R. Dakin) . . . . .281 

SxTTTON (J. Bland), Bemarks in discussion on Alban Doran's 
paper on papilloma of the Fallopian tube and the relation 
of hydroperitoneum to tubal disease . . . 247 

SwAYNB (J. G.), cases of ruptured uterus . . . 213 

Tait (E. S.), Bemarka in discussion on G. Ooates' paper on a 

case of labour in a primipara suffering from mitral stenosis 111 
Thorbum, John, M.D., of Manchester, obituary notice of . 59 
Thobnton (J. Knowsley), see Malcohn, 

fungating papillomata of both ovaries (shown) . 38 

case of removal of both ovaries during pregnancy . 41 

Bemarks in discussion on James Braithwaite's paper on a 

case of gastrotomy for extra-uterine gestation in which the 

placenta never came away .34 

-'— — -— in discussion on A.mand Bouth's paper on a case of 

serous perimetritis ..... 135 

Beport as Hon. Librarian for 1885 . . .4 

Tubal disease, the relation of hydroperitoneum to (Alban 

Doran) . . ... 229 

gestation, ruptured, foetus firom (A. H. N. Lowers) . 207 

Tuberculosis of Fallopian tube (W. S. A. Griffith) . . 66 

Tumours, cystic ovaries removed for dysmenorrhoea (William 

Duncan) ...... 211 

expelled from the uterus after delivery (F. H. Daly) . 170 

»— hsematoc^e from ruptured Graafian follicle (William 

Duncan) ...... 210 

— i multiple fibromyomata complicating a twin pregnancy 

(John Phillips) . . . . .138 
myxo-carcinoma of abdominal wall and ovaries (W. S. A. 

Griffith) . . . . . .180 

— ^ myxo-fibroma of cervix uteri in a girl aged seventeen 

(A. L. Galabin) . . . . .178 

— ovarian, with hsDmato-salpinx (John Phillips) . , 89 
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Tumours, papilloma of the Fallopian tube and the relation of 

hydro-peritoneum to tubal disease (Alban Doran) . 229 

— papillomata, fnngating, of both ovaries (J. Knowslej 
Thornton)' . - . . . . .88 

polypus nterine, drawings of microscopical sections of, 

showing ciliated epithelium (H. Gervis) - . . 240 

*-^ retroperitoneal cyst associated with solid malignant (P) 

intracystic growth (A. L. Galabin) •. . . 179 

— sarcoma of vagina- and uterus, secondary deposits in the 
lungs (W. S. A. Griffith) . . . . 38 

Turning, note on one of the causes of difficulty in, with 
remarks on the practice of amputating the procident arm 
(G. E. Herman) ..... 150 

Twin pregnancy, multiple fibromyomata complicating a (John 

PhiUips) . - . . . .138 

Urethra, female, case of chronic abscess of (G. E. Herman) . 181 

lupous stricture and atresia of (G. E. Herman) . . 267 

Uteri at the onset of labour and after delivery, sections of (A. 

H. F.Barbour) . . . . .73 

Uterine bruit, observation on the (F. H. Ohampneys). . 188 

dilators, graduated metallic (Samuel Sloan) . . 114 

polypus, drawings of microscopical sections of, showing 

ciliated epithelium (H. Gervis) . . . 240 

Uterus, on contraction, inhibition, and expansion of the (Mat- 
thews Duncan) . . . . .91 
— — on elasticity, retraction, and polarity of the (Matthews 

Duncan) • . . • . • . '• 115 

^^— rupture of (Lovell Drage) . . . .2 

(R. Cox) . . . . . 225 

— cases of (J. G. Swayne) .... 213 

— tumour expelled from the, after delivery (F. H. Daly) . 170 
^— - bicomis unicoUis, notes of a case of gestation in one horn 

of a (H. Campbell Pope and W. S» A. Griffith) . . 70 
cancer (?) of body of, removed by enucleation (A. L. 

Galabin) . . . . . .4 

— — ^ removed for cancer, microscopic sections of (A. H. N. 

Lewers) ...... 206 

removed entire for primary malignant disease of the body 

(A. H. N. Lewers) . . . . .67 
and vagina, sarcoma of, secondary deposits in the lungs 

(W. S. A. Griffith) . . . . .38 
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Utems and vagina, case of circumscribed sarcoma of (A. H. N. 

Lewers) . . . . .78 

cervix uteri, microscopic sections of cancer of (P. Horrocks) 240 
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BY DONATION OR PURCHASE DURING THE YEAR 1886. 

Presented hy 
Abbille (J.). La Chirurgie Ignee en general et ses 
avantages en particulier daus les Maladies chro- 
niques et rebelles de I'XJteras. 

plates and woodcuts, Svo. Paris, 1886 Purchased. 

Allowat (T. Johnson). The Relation of Micro-Organ- 
isms to the Puerpera, and the way to manage 
them. (' Canada Med. and Surg. Journal.') 

8vo. Montreal, 1886 Author. 

Aban (F. a.). Le9ons Cliniques sur les Maladies de 

r Uterus et de ses Annexes. Svo. Paris, 1858 Purchased. 

AuYABD (A.). De la conduite a tenir dans les cas de 

Placenta Praevia. woodcuts, sm. Svo. Paris, 1886 Author. 

ATELTKe (James H.) On Inversion of the Uterus. 

Svo. Lond. 1886 Ditto. 

Banbl (L.). Die Krankheiten der Tuben, der Liga- 
mente, des Beckenperitoneum und des Becken- 
bindegewebes, einschliesslich der Extrauterin- 
Schwangerschaft. Zweite Auflage. (^Deutsche » 

Chirurgie/ Lieferung 59.) 

woodcuts, Svo. Stuttgart, 1886 Purchased. 

.Babbottb (A. H. Ereeland). See Hart, 

Bayeb (Heinrich). TJeber den Begriff und die Behand- 
lung der Deflexionslager. Q Yolkmann's Samm- 
lung,' No. 270.) Svo. Leipzig, 1886 Ditto. 

Baybus [yel de Baybo] (Petrus). De Medendis 
humani corporis malis enchiridion, et de Peste. 

16mo. Lugduni, 1578 Dr. Hicks. 
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BiBOH (Edward A.). The Management and Medical 
Ihreatment of Children in India. Second edition. 

8vo. Calcutta, 1886 

BoBKEB (Ernst). Die Wechseljahre der Frau. 

8yo. Stuttgart, 1886 

Bossi (L.. M.)« La Sifilide nella Ghravidanza. {' Gtizetta 
delle Cliniche.') 8vo. Torino, 1886 

Studio sperimentale suUa Patogenesi deUe Metro- 

patie per Spostamento Uterino in quanto riguarda 
fa cireolazione sanguigna. (' G-azzetta delle 
Cliniche.') plates, 8vo. Torino, 1886 



Presented by 

Purchased. 

Ditto. 

Author. 



Ditto. 



Breiskt (A.). Die Krankheiten der Vagina. Zweite 
Auflage. (' Deutsche Chirurgie,' Lieferung 60.) 

woodculSj 8yo. Stuttgart, 1886 Purchased. 

British (The) PharmacopoBia, published under the direc- 
tion of the G-eneral Council of Medical Education 
and Eegistration of the United Kingdom, pur- 
suant to the Medical Act (1858). 

8yo. Lond. 1885 



BuMM (E.). TTeber die Entziindungen der Weiblichen 
Brustdriise. C Volkmann's Sammlung,' No. 282.) 

8vo. Leipzig, 1886 

Campbell (Henry F.). The Gtenu-pectoral posture, its 
value in impeded uterine reduction, in threatened 
Abortion and in the prolonged nausea and 
vomiting of Pregnancy. (* Amer. Gynec. Trans.,' 
vol. X.) woodcutBy 8vo. New York, 1886 

Catalogue (Alphabetical) of the Library of the Faculty of 
Physicians and Surgeons of Glasgow, preceded by 
an Index of Subjects, by Alexander Duncan. 

4to. Glasgow, 1885 

of the Library of the Boyal Medical and Chi- 

rurgical Society. Supplement IV. Additions to 
the Library, 1885. 8vo. Lond. 1886 

of Books added to the Eadclitfe Library during 

1885. 4to. Oxford, 1886 



Ditto. 



Ditto. 



Author. 



Faculty. 



Society. 

Sir H. W. 

Acland, 

K.C.B. 



Cb£d£ (Carl S. F.). Gesunde und Kranke "Wochner- 
innen. Eathschlage fur Aerzte und Geburtsheifer 
zur YerbutuDg und Behandlung der Erkrank- 
ungen der Wochnerinnen. 

woodcuts, 8vo. Leipzig, 1886 Purchased. 
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Presented hy 
Cbeiohton (Charles) Contributions to the Physiology 
and Pathology of the Breast and its Lymphatic 
G-lands. woodcuU^ Svo. Lond. 1886 Purchased. 

Dictionnaire Encyclop6dique des Sciences Medicales. Ditto. 

Ire B^rie, Tom. XXXIII, 2me pArtie, XXXIV, le partie. 
2me M ,t XXII, 2ine partie, XXIII, le partie. 



Sine ^t 


„ XVI. 


4me „ 


„ XI, XII. 


6me „ 


„ I, le partie. 



De Cbistofobis (Malachia). Le Malattie della Donna. 
Trattato clinico completo. Seconda edizione. 

woodcuts, 8yo. Milano, 1885 Author. 

DinfCAN (Alexander). See Catalogue of the Library 
of the Faculty of Physicians cmd Surgeons of 
Glasgow, 

Duncan (J. Matthews). Clinical Lectures on the Dis- 
eases of Women. Third edition. 

8?o. Lond. 1886 Ditto. 

Edwabds (William A.). Supernumerary Mammary 
G-lands and Nipples. Three cases. ('Medical 
News,' March, 1886.) 4to. Phila. 1886 Ditto. 

Ehmet (Thomas Addis). Prolapse of the Vaginal walls 
due to laceration of the Cervix and injury to the 
Vaginal outlet. (From the ^ Medical News.') 

4to. 1886 Ditto. 

Faoge (Charles Hilton). The Principles and Practice 
of Medicine, with the Affections of the Valves of 
the Heart, by Samuel Wilks, and the Diseases of 
the Skin, by P. H. Pye-Smith. Edited by P. H. 
Pye-Smith. 2 vols. 8vo. Lond. 1886 Purchased. 

Fbitsch (Heinrich). TJeber die Verwendung der Jodo- 
formgaze in der Qynakologie. (*Vo]kmann's 
Sammlung,' No. 288.) 8vo. Leipzig, 1886 Ditto. 

G-ALABiK (Alfred Lewis). A Manual of Midwifery. 

tooodcutSy 8vo. Lond. 1886 Author. 

G-OODELL (William). Diseases of the Ovaries and Ovi- 
ducts. 8vo. Ditto. 

Gbabfe (Max). Ueber den Zusammenhang der pro- 
gressiven pernicioesen Anaemic mit der Gravidi- 
taet. Inaug. Diss. 8vo. Halle A.S., 1880 Purchased. 

Habbixb (Arthur J.). See Warlomont, Manual of 
Animal Vaccination. 
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Fretentedby 
ELA.KT (David Beirj) and A. H. F. Basbous. Maiinal 
of Oyneeologj. Thud edition. 

plaie9 and woodemU^ 8to. EdiiL 1886 Purchased. 

HsGAX (Alfred). Die Entstehung, Diagnose und 
chirorgiBche Behmndlnng der Oenitaltuberculose 
des Weihes. 8ro. Stuttgart, 1886 Ditto. 

HsiTSMAn (jr.). Spiegelhilder der geaonden nnd 
kranken Yaginal-portion nnd Vagina. 

plate9 amd woodcuts^ 870. Wien, 1884 Ditto. 

HswiTT (Orailj). The Pathology, Diagnosis, and 
Treatment of the Diseases of Women. Edited 
from the fourth edition by H Marion-Sims. 

woodcuts, 2 vols. New York, 1883 Author. 

Patalogia, Diagnose e Cora deUe Malattie dalle 

Donne ; traduxione sulla quarta edizione inglese 
del Dott. Angelo Scambellnri. 

woodeuU, 8yo. Milano, 1885 Ditto. 

HoPMSiBit (M.). Das untere TJterinsegment in ana- 
tomischer und physiologischer Beziehung: 
Sehroeder 

Ebaptt-Ebivci (B. t.). Psychopathia sexualis. 

8vo. Stuttgart, 1886 Purchased. 

KucHBB (Joseph). Puerperal Convalescence and the 
diseases of the Puerperal period. 

8vo. New York, 1886 Ditto. 

LiTZMAinr (Carl Conrad Theodor). Erkenntniss und 
Behandlung der Frauenkrankheiten im Allge- 
meinen. 8yo. Berlin, 1886 Ditto. 

MADDEiir (Thomas More). The recent Progress of 
Obstetric and (^hyniecolo^ical Medicine. An 
Address delivered in the Obstetrical Section of 
the Academy of Medicine in Ireland. 

8vo. Dublin, 1886 Author. 

Mabion-Sims (Harry). See Hewitt, Diseases of 
Women. 

Mabtut (A.). Zar Pathologie der Eileiter. ('Deut- 
schen Med. Wochenscnrift.') 

woodcuts, 8vo. Berlin, 1886 Ditto. 

Eierstock (Ovarium). woodcuts, 8vo. Ditto. 

MAxaBiEB (Charles). Terminaisons et Traitement de 

la Grossesse Extra-ut^iine. 8vo. Paris, 1886 Purchased. 

Medicine. See Feyige, The Principles and Practice of 
Medicine. 
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Presented hy 
M^Ni£BE (P.). Variations de compoBition et reactions 
chimiques des Humeurs Normales et Morbides 
de I'appareil genital de la femme. 

8vo. Paris, 1886 Author. 

MItLLEB (P.). Ueber das Einpressen des Kopfes in 
den Beckenkanal zu diagnostischen Zwecken. 
(^ Yolkmann's Sammlung/ No. 264.) 

8vo. Leipzig, 1885 Purcliased. 

Mttbphy (James). The Treatment of Placenta PraBvia. 

8vo. ZSfewcastle-on-Tyne, 1885 Author. 

OjiSHArsEN (Eobert). Die Krankheiten der OvarieD. 
Zweite Auflage. (* Deutsche Chirurgie/ Liefer- 
ung 68.) woodcuts, 8vo. Stuttgart, 1886 Purchased. 

OsTHOPF (C). Beitrage zur Lehre von der Eclampsie 
and IJraemie. (*Volkmann's Sammlung,' No. 
266.) 8vo. Leipzig, 1886 Ditto. 

Pabkeb (Willard). Cancer: a Study of Three hundred 
and ninety-seven Cases of Cancer of the Female 
breast, with clinical observations. 

8vo. New York, 1886 Ditto. 

Platpaib (W. S.). a GCreatise on the Science and 
Practice of Midwifery. Sixth edition. 

plates, 2 vols., 8vo. Lond. 1886 Author. 

Pte-Smith (P. H.). See Fa^ffe, 

Diseases of the Skin. See Fagge, 

Batkald (Thomas). The Byrth of Mankynd, otherwise 
named the Woman's Boke. Newly set forth, cor- 
rected and augmented, whose cotentes ye may 
reade in thee Table of the Boke, and moste 
playnely in the Prologue. Dr. Braxton 

hlaoh letter, 8vo. Lond. 1662 Hicks. 

ErcHABDsoN (William L.). Address on the duties and 
conduct of Nurses in private nursing. 

8vo. Boston, 1886 Author. 

BvGB (Carl). Die Eihullen des in der Geburt befind- 
lichen Uterus : Sehroeder. 

EuNGE (Max). Ueber die Behandlung der puerperalen 
Sepsis. (* Volkmann's Sammlung,' No. 287.) 

8vo. Leipzig, 1886 Purchased 

SoAMBELLUBi (Augclo). See Hewitt, Malattie delle 
Donne (traduzione). 



I 



832 ADDITIONS TO THE LIBBABT. 

Presented hy 
ScHitOEDEB (Carl). Die Erankheiten der weiblichen 
GescUechtfiorgane. Siebente Auflage. (y. Ziems- 
sen's ' Handbucb/ Band x.) 

woodcuts, 8yo. Leipzig, 1886. Purcbased. 

ScHBOEDEB (Karl). Der scbwangere und kreissende 
Uterus. Beitrage zur Anatomie und Pbysiologie 
der G^burtskunde. 

woodcuts, 8v0 (mit Atlas, folio), 1886 Ditto. 

DnTchscbnitte darch die gefrorenen Leichen einer Ereis- 
senden und einer Wdchnerin 

K. Sehroeder and C, R, Stratg, 

Das untere Uterinsegment in anatomischer und physiolo- 

giscber Bezlehung M, Sofmeier. 

Zur Pbysiologie der Austreibungs- und Nacbgeburts- 

periode K. Sehroeder und C S. Stratz. 

Die Eibiillen des in der Geburt befindlicben Uterus 

Carl Mti^e. 

Lehrbucb der Geburtshiilfe mit Einschluss der 

Fatbologie der Schwangerschaft und des Woeben- 
bettes. Neunte Auflage. 

woodcuts, 8vo. Bonn, 1886 Ditto. 

ScHWABZ (E.). Die gonorrhoische Infektion beim 
Weibe. C Volkmann's Sammlung,' No. 279.) 

8vo. Leipzig, 1886 Ditto. 

SiEBOLD (Ed. Casp. Jac. von). Yersucb einer G^scbichte 

der Geburtshiilfe. 2 vola. 8vo. Berlin, 1839-46 Ditto. 

Skegvibepf ( ). Hemorrbagies Uterines. ^fetiologie — 
Diagnostic — Traitement. Edition fran9aise re- 
digee par H. Varnier. woodcuts, 8vo. Paris, 1886 The Editor. 

Stbatz (G. H.) und K. Schboedeb. Durchscbnitte 
durch die gefrorenen Leichen einer Kreissenden 
und einer Wdchnerin : Sehroeder. 

Zur Pbysiologie der Austreibungs- und Nach- 

gebnrtsperiode : Sehroeder. 

YAByiEB (H.). See Sneguiref. 

Veit (J.). Ueber Perimetritis. (* Yolkmann's Samm- 

lung,' No. 274.) 8?o. Leipzig, 1886 Purchased. 

Yejas (P.). Mittheilungen iiber den Puis und die vitale 
Lungencapacitat bei Schwangeren, Ereissenden 
und Wochnerinnen. ('Yolkmann's Sammlung,' 
No. 269.) 8yo. Leipzig, 1886 Ditto. 



ADDITIONS TO THE LIBRARY. 883 

Presented by 
VoLKM Aim's Sammlung klinische Vortrage : 

264. Muller, Ueber das Einpressen des Eopfes in den 

Beckenkanal za diag^ostischen Zwecken. 
266. Osthoff, Beitrage zur Lehre von der Eclampsie and 

Uraemie. 

269. Vefagf Ueber den Pals and die yitale Lnngencapacit&t 

bei Schwangeren, Ereissenden and Wocbnerinnen. 

270. Bayer^ Ueber den Begriff and die Bebandlong der 

Deflezionslagen. 
274. Veit, Ueber Perimetritis. 

279. SchtoarZf Die gonorrboische Infektion beim Weibe. 
282. Bumm, Ueber die Entziindangon der weiblichen 

Brustdriise. 
284. Zieyenspeck, Beitrag zar Bebandlung der Gesichts- 

lagen. 
287. Runge, Ueber die Bebandlang der puerperalen Sepsis. 
288 Friisch, Ueber die Verwendung der Jodoformgaze in 

der Gynakologie. 

Waldeteb (W.). Medianschnitt einer Hochschwan- 
geren bei Steisslage des Fotus nebst Bemerk- 
ungen fiber die Lage- und FormverhaltniBse des 
Uterus grayidus nach Langs- und Querschnitten. 

8vo. und Atlas, folio, Bonn, 1886 Purchased. 

Warlomont (E.). a Manual of Animal Vaccination, 
preceded by considerations on Vaccination in 
Council, translated and edited by Arthur J. 
Harries, M.D. woodcuts, 12mo. Lond. 1885 Author. 

WASSEiaE (Ad.). De TExercice de la Medecine par 

les Eemmes. Diss. Inaug. 8vo. Li6ge, 1886 Ditto. 

WiLKS (Samuel). Affections of the Valves of the 
Heart. See Fagge. 

WiNCKEL (F.). Lehrbuch der Frauenkrankheiten. 

plates and woodcuts, 8vo. Leipzig, 1886 Purchased. 

ZiEaENSFECK (Bobcrt). Beitrag zur Bebandlung der 
Gesichtslagen. (*Volkmann's Sammlung,' No. 
284.) 8vo. Leipzig, 1886 Ditto. 



TRANSACTIONS. 

Amebicait Gtneoologioal Society — 
Transactions, vol. x, for 1885. 

8vo. New York, 1886 Society. 

Amebioan Medioal Association — 

Journal, vol. i — (continuation of the Transactions). 

8vo. Philadelphia, 1883 — Association. 
VOL. XXVIII. 24 
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Presented hy 
Baltimore — Medical and Chirurgical Faculty of the 
State of Maryland, at its Eighty-eighth Annual 
Session. Transactions. 8vo. Baltimore, 1886 Faculty. 

BuLLETiNTS et M^moires de la Societe Obstetricale et 

Gynecologique de Paris. 8vo. Paris, 1885 — Society. 

Clinical Society of London — 

Transactions, vols. xviii,xix. 8vo. Lond. 1885,1886 Ditto. 

College of Physicians of Philadelphia — 
Transactions. Third Series, vol. viii. 

Svo. Philadelphia, 1886 The College. 

Medical (Eoyal) and Chirurgical Society — 
Transactions, vols. Ixviii, Ixix. 

8vo. Lond. 1885, 1886 Society. \\ 

Medical Society of London — \ 

Proceedings, vols, viii, ix, 1884-85-86. \\ 

Svo. Lond. 1885, 1886 Society. j. 

Smithsonian Institution — 

Annual Eeport of the Board of Regents for 1884. 

Svo. Washington, 1885 Institution. 



JOURNALS. 

Calendar of University College, London, for 1886-87. Council of 

Svo. Lond. 1886 the College. 

Journal of the American Medical Association. See 
Tr(mB(iction9, 

Nouvelles Archives d'Obstetrique et de Q-ynecologie, 

vol. i — . Svo. Paris, 1886 — Exchange. 

Year-Book (The) of Treatment for 1885 ! 

sm. Svo. Lond. 1886 Purchased. ! 



REPORTS. 

Clinical Society of London. — Report of a Com- 
mittee to investigate Spina Bifida and its treat- 
ment by the injection of Dr. Morton's lodo- 
Glycerine Solution. ('Clinical Soc. Trans.,* 
vol. xviii.) Svo. Lond. 1885 Society. 
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Presented hy 
Hospitals — Guy's Hospital Eeports ; Third Series, Hospital 
vol. xxviii. 8vo. Lond. 1886 Staff. 

Middlesex Hospital Eeports for 1884. 

8vo. Lond. 1886 Ditto. 

St. Bartholomew's Hospital Eeports ; vol. xxi. 

8vo. Lond. 1885 Ditto. 

St. Thomas's Hospital Eeports ; New Series, 

vol. xiv. 8vo. Lond. 1886 Ditto. 

University College Hospital Eeports for 1886. Council of the 

8vo. Lond. 1886 College. 



MUSEUM. 

Pair of Forceps. Dr. Chaple. 



I'BINTED UY ADLABD AND SON, BABTHOLOMEW CLOSE. 



L 



« 

I 

1. 



\ • 




